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MopErATOR GLENN: Surgery is one facet of geriatrics that is specific, in that 
it represents a form of therapy. This particular facet is expanding in proportion 
to the increase in the number of older people, and in proportion to the benefits 
it has to offer. 

Surgical therapy in recent decades has become safer and easier for the patient. 
Facilities in the United States have increased tremendously. Because of access 
to transportation and the building of new hospitals, there no longer exists a 
remote area where hospital facilities are not available. 

To give specific consideration to surgery in the aged, I shall call first on Dr. 
Vietor Marshall. 


GENITO-URINARY TRACT PROBLEMS IN THE AGED 


Dr. Victor F. MARSHALL: Forty to fifty years ago, the urologist who wished 
to practice something other than venereology found himself taking care of old 
* Presented at the 16th Annual Meeting, The American Geriatrics Society, Atlantic 
City, June 4 and 5, 1959. 
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men with prostatic disease. The recognized hazards and the poor results in such 
cases led many general practitioners to avoid these problems. 

Mortality rates for prostatectomy in reputable hospitals about forty years ago 
were frequently almost 20 per cent. Today, these rates are about 2 per cent, and 
often less. Genito-urinary surgeons have learned in the school of hard knocks, 
They continue to borrow from every branch of medicine, and thus the previously 
dismal mortality rates have been reduced. 

An attempt to group the reasons for improvement in the surgical care of old 
people, from the viewpoint of the urologist, would appear to be worth while: 

1. Preliminary evaluation of the patient is better today than ever before. 
Not only are there new and more exact methods, but the old techniques are more 
profitably applied. Stronger than ever is the old axiom that an adequate history 
is the foundation of clinical care. There is still no substitute for a complete 
physical examination, including rectal palpation. The cardiovascular system 
requires particular scrutiny, since the immediate cause of death in elderly uro- 
logic patients is usually related to this system. 

As renal function goes, so goes the patient. A famous English surgeon, Bland 
Sutton, once said, “It has always amazed me how many people in this world 
get along with very little brains and some with none, but a certain amount of 
kidney substance is absolutely essential.’”? The common methods for the determi- 
nation of renal function today are reliable and generally safe. Not the least of 
these methods is the intravenous pyelogram, which provides not only an estimate 
of function but also of differential function, and shows structural changes in the 
urinary tract. 

There is no substitute for an accurate diagnosis, particularly a diagnosis that 
points at the cause. This makes for accurate timing and planning of therapy. 

2. The preparation of aged patients for therapeutic procedures is now based 
upon more adequate evaluation and fundamental knowledge of the nature of 
possible defects. Fluid and electrolyte balance is restored cautiously. Anemia can 
be overcome. It is not amiss to emphasize that an encouraging, cheerful, and 
honest approach to an old person is a real therapeutic tool. In England recently 
there was a movement to admit prostatectomy patients to the hospital ‘‘off the 
street” and perform the operation before anything else could happen, especially 
before acquisition of new hospital germs. Percentagewise, young patients might 
be expected to fare reasonably well with such nondetailed diagnosis and scanty 
preparation. In actual practice, the preoperative course was uneventful, but 
what happened after operation has already dulled enthusiasm for this system of 
brief work-up and preparation. 

3. Operative techniques have been much improved. For example, the prostate 
now can be approached successfully by a retropubic, suprapubic, transurethral, 
or perineal route. These routes are not ideal, however; somebody is now trying 

to develop a trans-symphyseal prostatectomy, and somebody else a parasacral 
prostatectomy! Hemostasis by arterial ligature is now facilitated greatly by the 
use of supportive blood transfusion, which allows sufficient time for accurate 
placement. Practical methods for estimating blood loss are commonplace. 
4. Unlike Ambroise Paré, a modern surgeon does not leave the after-care of 
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the patient to God alone. The proper management of fluid and electrolyte 
balance, based on a fundamental knowledge of physiology, is often crucial. There 
still is no substitute for adequate urinary drainage. Antibacterial drugs have 
reduced greatly the incidence of pneumonia, but coronary occlusion and pul- 
monary embolism are still major hazards in elderly patients. Early mobilization 
of the patient and the proper amount of support for the circulatory system may 
well reduce these regrettable complications. 

5. Critical appraisal of results by means of follow-up examinations. Con- 
clusions drawn from these follow-up studies have led to major improvements in 
the care of subsequent patients. 

Obviously, I have not mentioned all of the important items. For instance, the 
work of Huggins showing that prostatic cancer can be deterred by hormonal 
methods, is outstanding. Inherent in these improvements is the tendency toward 
earlier treatment before the condition of the aged patient has deteriorated too 
far. 

MopERATOR GLENN: This panel, as indicated in your program, consists of 
four short presentations. The next member of the panel is Dr. Preston Wade. 


MANAGEMENT OF INJURIES AND FRACTURES COMMON TO THE AGED 
(Dr. Wade and Dr. Braunstein) 


Dr. Preston A. Wave: We have had considerable experience with trauma 
in the aged at The New York Hospital for several reasons. One is that more older 
people are surviving to get hurt. Another is that the neighboring hospitals bring 
us their overflow of fracture and trauma cases because we do not have an am- 
bulance. We are not selective about the patients we receive; however, the resi- 
dents and emergency-room personnel of other hospitals are not likely to send 
the easiest cases. We receive a fair number of elderly patients, and patients who 
are not considered good risks. In the old days, we used to call these cases ‘‘crocks.”’ 

One thing that has impressed me is the improved attitude of medical students 
and young men towards elderly patients. When I was an interne, the professor 
of surgery would not allow anyone to operate on a hernia in a person over 50 
years of age; old people who came in were sent to the alms house—Bellevue or 
City Hospital. Now, young men regard old people as patients. I am pleased 
when our young men say, “‘We have old people, but they are patients. They are 
a bit more difficult to handle than the young ones.” 

Organizations like the American Geriatrics Society, and people who are 
interested like Dr. Cole and Dr. Glenn, have helped to improve the fate of older 
persons. 

Most of our geriatric patients with fractures have suffered a minor fall, e.g., 
slipped on a rug or slipped off a step. Few of them have multiple or serious 
injuries such as are more common in younger people. An increasing number of 
older people, however, will be hurt in automobile accidents. 

Over 90 per cent of our injured patients have fractures. Of the fractures, 30 
per cent or more are in the hip. Another 30 per cent are fractures of the upper 
extremity, shoulder, upper humerus, and wrists, the wrists being the second most 
common site. The remaining 40 per cent of the fractures are divided among the 
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tibia, femur, vertebrae and other bones. The incidence of fractured vertebrae in 
our cases is lower than in the general population, however. Most of our: : ents 
arrive by ambulance, and thus do not include the many persons with injured 
backs in whom the diagnosis is not made, and who are not first seen until some 
time after the accident. 

Why is it that an old person is injured by a little fall? Someone has said that 
there is less agility and more fragility, and that is the whole problem. The old 
patient cannot see well, cannot hear well, is a little unsteady, and may be a 
little out of his head. His judgment is not good, his leg goes to sleep easily, and 
he attempts to walk in the dark. All of these things make him susceptible to 
minor slips and falls, almost always in the home. What would ordinarily not 
hurt a young person will fracture a bone in an old person whose bones are fragile. 
The cortices are so thin that they will not stand much injury, angulation or 
torsion, and thus they break easily. Old people often have stiffened joints for 
various reasons such as previous injury or arthritis. When they slip, their joints 
stiffen instead of flexing; the supracondylar area of the femur may be subjected 
to abnormal leverage and thus a fracture may occur at a site that would be 
uncommon in younger persons. 

Another interesting fact is that there are about three times as many fractures 
in women as in men. The reason may be menopausal decalcification. 

Over the years, treatment has improved. The most important single advance 
is the acceleration in mobilization and ambulation of the patient. In the old 
days, the mortality rate for fracture of the hip was about 33 per cent. At that 
time patients were treated with casts and traction. The rate is now 10 or 12 per 
cent, with early ambulation. Not only does it save lives, but it also prevents the 
patient from becoming a bedridden cripple with bedsores and other compli- 
cations. 

There are two types of fracture of the hip—the intertrochanteric and the 
intracapsular. The intertrochanteric type occurs at the base of the trochanter 
where the circulation is good. This fracture can be expected to heal. The hip is 
immobilized with a fixation apparatus, preferably one that will hold it and 
allow a certain amount of early weight-bearing. Usually the result is excellent, 
although management is not always easy. 

The unsolved problem in fracture of the hip is the displaced intracapsular 
break—the varus fracture. Bony union and healing are obtained in only 50 per 
cent of cases, no matter what method is used. Moreover, if these healed cases 
are followed long enough, in one-quarter of them a vascular necrosis with a 
certain amount of arthritis and pain will develop. We treat this fracture by the 
Smith-Peterson nail alone or with a plate to keep the nail from backing out. 
Sometimes it can be managed with a collapsible nail which is more difficult to 
insert. If the nail slips out and the fracture does not heal, a vitallium or stainless- 
steel replacement prosthesis can be used. This may be the best initial method 
for treatment of a fractured hip when the chances of union are poor. 

The most common fracture of the upper extremity is the Colles’ fracture. It 
should be emphasized that in many patients with such a fracture a deformity 
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develops, no matter what treatment is used, because of the shortening of the 
bone and the thinness of the cortex. The objective is to maintain motion. The 
English, in one clinic, have gone so far as to advocate no cast for a fractured 
wrist. They stress early motion and disregard the possibility of deformity. 

We used to put an impacted fracture of the head of the humerus in a plaster 
cast for six weeks. This was the worst possible treatment. If the fracture were 
not even recognized, the patient would get along well. A Velpeau bandage should 
never be used on any elderly person, because it will result in a stiff shoulder. 
Again, ambulation and motion are the keynotes. 

A compression fracture of a dorsal vertebra or upper lumbar vertebra is often 
missed. We used to treat such a fracture by applying a cast for three months, or 
a brace for six months to a year. This was the worst thing we could have done. 
The patients who fared well were those whose fractures were not recognized and 
who did not go to a doctor. Now we do nothing except to say, ‘‘You have crushed 
your vertebra a little. You have soft vertebrae. You will need to wear a corset.” 
Usually, a woman who has this fracture will say, ‘‘I never wore a corset in my 
life. I hate them.’’ Even if she refuses to wear a corset, she will be all right. 

For a difficult supracondylar fracture of the femur, internal fixation is used. 
The intermedullary rod has revolutionized treatment in the case of a serious 
fracture of the femoral shaft in Paget’s disease, or any other pathologic fracture. 
We use it routinely and it save lives and time. 

It should be emphasized that ambulation, activity, and avoidance of im- 
mobilization are the keynotes to the treatment of fractures in older persons. 

MoperATOR GLENN: Dr. Wade has generalized a bit. We shall proceed to the 
specific management of a particular group of fractures in the aged. Dr. 
Braunstein. 

Dr. Paut W. BraunstEIn: Rather than discuss one group of fractures, I 
should like to mention a few things about the care of the injured elderly patient. 
We usually do not lose our patients directly from injury; rather, they are lost 
from the complications that occur following injury or following definitive care, 
be it operative or nonoperative. 

There are 3 pertinent points in the care of the elderly patient: 

1. Prevent deterioration of the patient’s condition. This means first to prevent 
the shock that may occur from obvious or occult bleeding. As much as 800 to 
1000 ml. of blood can be lost within an obese thigh in a case of femoral fracture 
without any external signs of bleeding. Pelvic fractures can cause a large amount 
of retroperitoneal bleeding; this may not be obvious at the time of the original 
examination, and can be detected only by following the vital signs of the patient 
or by obtaining serial hematocrit readings. The skin should receive attention at 
the time of first aid, at the time of operation, and in the postoperative period. 
In an older person, the atrophic skin necroses rapidly at any pressure point, and 
large decubitus ulcers develop. Owing to poor circulation, the skin can be ex- 
tremely difficult to handle despite precautionary measures. 

Mobilization and muscle exercises must be used early. Even if a patient is 
immobilized, he must perform certain types of exercise to prevent massive 
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muscular atrophy. The quadriceps will disappear rapidly when a patient is 
immobilized in a traction apparatus, unless he has a definite regimen of quadri- 
ceps exercises. If one permits these muscles to atrophy, the problem of rehabili- 
tation is extremely difficult. To begin motion six weeks following a knee or hip 
injury will not prevent deterioration, because muscular strength will have been 
lost shortly after the accident. 

Meticulous care of the wound is extremely important. Elderly people cannot 
be treated as ordinary patients. Take fracture of the ankle, for example. An 
elderly arteriosclerotic patient with a barely palpable pulse in the dorsalis pedis 
or posterior tibial artery wil! not tolerate operative intervention through a skin 
so edematous as to be approaching bleb formation. Such a case must be treated 
as a separate entity, operation carefully selected, and meticulous wound care 
provided. 

2. Restore the approximate preoperative state as soon as possible following 
an injury. If surgery is contemplated, early operation should be the rule. If a 
patient with a hip fracture is put to bed for a week or two in the belief that his 
condition will improve, the chances are that it will deteriorate. Therefore, hip 
fractures should be treated almost as emergencies. If a patient comes in late in 
the afternoon, we may operate upon him that night, or certainly the next morn- 
ing. The work-up should be rapid, and should include a good history, a physical 
examination, pertinent laboratory data and radiologic studies. 

Rapid mobilization is important. These patients are helped out of bed and 
placed upright, as this position assists the respiratory excursion. Then there is 
rapid transition to walking with crutches, or help with the motions of walking. 
Bed rest for an elderly patient is dangerous and contributes greatly to fatalities. 

Early weight-bearing is another modification of the same theme—early return 
to the preoperative state. This involves early motion of extremities. If we ask 
students, ‘‘When do you remove a cast’”’? They will state a given time and say, 
“When the fracture healed.” In practice, frequently we do not wait for roent- 
genographic evidence of healing before removing the external immobilization 
apparatus. However, we would rather wait for clinical healing of the fracture, 
and then remove the plaster cast and start active motion and rehabilitation as 
rapidly as possible. One must balance the necessity for solid union against 
the necessity for early motion. 

3. Avoid extremes in care of the injured. The cardiovascular system should not 
be overloaded, although a certain amount of fluid must be given to maintain 
renal function. Shock must be avoided. Old people cannot be treated as young 
patients who possess an elastic cardiovascular system. 

It is important to remember that all bleeding is not overt. However, visible 
bleeding is not the only consideration; one must observe the vital signs. Even 
in the elderly patient, a large amount of lost blood should be replaced by colloid 
solution. 

A real problem in the older patient is the decubitus ulcer. Many sacral decubiti 
have developed simply because the patient was placed on the Bell table for 
reduction of a hip fracture and internal fixation. We, therefore, have decreased 
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our operative time, and take such precautions as placing large amounts of 
padding over the sacrum; nevertheless, a fairly large number of decubiti still 
occur because of the atrophic nature of the skin. They occur despite the fact 
that we have excellent nursing care for elderly patients with fractures, and 
despite the fact that the patients are turned at least every two hours in the 
direction from the trochanters to the sacrum, and to the abdomen. 

Only slight pressure on the os calcis can cause blisters and then decubiti. 
These ulcers are extremely difficult to care for because it is almost impossible 
to swing skin flaps or to place split grafts over such a bony prominence. 

The Foster or the Stryker frame is frequently used to care for patients who 
are relatively immobile, e.g., many patients with parkinsonism. If left to their 
own resources, they will rapidly deteriorate. The different panels of the Stryker 
frame are placed on these patients, and they are shifted to the supine and prone 
positions frequently throughout the day. 

In the prevention of pulmonary embolism, the primary aim is rapid mobili- 
zation of the patient. We have not used prophylactic measures such as vein 
ligation or anticoagulation therapy, but at the first sign or symptom of em- 
bolism, anticoagulants are administered. 

Paralytie ileus may develop following the pinning of a hip fracture, despite 
the absence of other injuries or complications. Such patients are given nothing 
by mouth; they are treated by nasogastric suction and intravenous fluids. 
Parasympathomimetic drugs are not used, as it is preferable not to stimulate 
the bowel but to allow natural recovery. 


TREATMENT OF INFECTIONS IN THE AGED 
(Dr. Glenn and Dr. Dineen) 


MopERATOR GLENN: We all are aware that the two extremes of life, infancy 
and old age, have carried the highest mortality rates as far as surgery is con- 
cerned. Precision management has done a great deal to reduce the mortality and 
risk to a reasonable level in most conditions. 

Associated with surgical conditions, and also with some nonsurgical disorders, 
is infection. Dr. Dineen will speak to you on infections in the aged. 

Dr. Peter DineEEN: Infection in the aged may not manifest itself clearly, 
but in strange and bizarre ways. This is particularly true if the patient has an 
overwhelming infection such as septicemia, severe bronchitis, pneumonia (in 
cluding so-called walking pneumonia), or pyelonephritis. These patients may 
appear perfectly well. The temperature may be relatively normal, and there 
may be no leukocytosis. As far as can be detected, there is no reaction that 
would indicate a systemic infection. Yet, within a short time they may become 
seriously ill and die without benefit of treatment. 

It is important to be keenly aware of this possibility. The etiology of most 
infections in the aged is not significantly different from that in any other age 
group. The most common organisms involved are hemolytic Staphylococcus 
aureus and the enteric group, including Escherichia coli, Pseudomonas pyocyaneus 
and Proteus vulgaris. 
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The pathogenesis of infections in the aged is perhaps slightly different from 
that in other age groups. To establish an infection in any group, it is necessary 
not only to have a bacterium, but also a certain amount of weakness on the part 
of the host. In the aged, the resistance of the host may be lowered. This is 
demonstrated in such conditions as 1) pulmonary emphysema, in which bron- 
chial drainage is poor, 2) diabetes mellitus, in which a certain physiologic defect 
encourages staphylococcal infections, and 3) decreased blood supply, as in 
gangrene of the lower extremity. These defects contribute to the likelihood of 
infection. 

The diagnosis of infection is dependent upon awareness, that is, the realization 
that the patient may have a serious and overwhelming infection, though he 
does not exhibit the common signs. If we think of this possibility, our rate of 
detection may rise. A complete examination is mandatory. This includes in- 
spection of different areas and use of the various available tests. Exudates 
should be submitted to Gram staining. Routine cultures of the urine should be 
made if there is any possibility that the patient has a urinary-tract infection. 
Roentgenograms of the urinary tract, chest, and other indicated areas should 
be obtained. These procedures frequently wiil lead to an early and accurate 
diagnosis. 

Treatment should be active and vigorous, once the diagnosis is made. Halfway 
measures are undesirable in the treatment of any group of patients, but halfway 
measures in the aged lead to disaster. Treatment should be continued until all 
signs of infection have disappeared. 

Not only should treatment be directed against the bacterial agent involved, 
but towards the correction of the anatomic or physiologic deficit. For example, 
diabetes should be brought under control. Efforts should be made to clear the 
tracheobronchial tree, if there is a pulmonary infection. If the urinary tract isa 
source of infection, every effort should be made to correct obstruction; it does 
little good to administer drugs in the presence of severe urinary-tract infection 
if a renal calculus is causing obstruction. 

Once the organism has been discovered and the appropriate antimicrobial agent 
selected, vigorous treatment should be continued with this agent until the 
patient is free of bacterial disease. 


COMMON-DUCT OBSTRUCTION IN THE AGED 


Moperator GLENN: We have selected also for discussion one condition that 
occurs frequently in the elderly and is often associated with complications, 
namely, biliary-tract disease. Dr. Thorbjarnarson will discuss this condition. 

This selection was prompted by the fact that twenty years ago surgical therapy 
was usually not advocated for elderly patients with biliary-tract disorders. This 
was true in our own institution. My predecessor, Dr. Heuer, was much con- 
cerned with biliary-tract disease. His secretary’s mother came into the hospital 
in 1939 at the age of 71 to have her gall bladder removed. After a survey, it was 
decided that she was too old. In 1949, this patient returned at the age of 81 
with an acute gall-bladder attack and a cholecystostomy was performed. Six 
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years later at the age of 87, because of persistent formation of stones, the gall 
bladder was removed. I have removed the gall bladder from a patient aged 98 
years. 

Dr. BsJorN THORBJARNARSON: Obstruction of the common duct is not com- 
patible with longevity. The most common causes are calculus and neoplasia. 
Surgery is the only effective treatment. 

It is estimated that more than 10 per cent of adults in this country have 
cholelithiasis. The incidence rises fairly rapidly with advancing age and associ- 
ated diseases. Thus, 50 per cent of females past the age of 50 with diabetes 
probably have cholelithiasis, and perhaps 25 per cent of all females past the age 
of 50 have cholelithiasis. Males are less disposed to harbor stones. This difference 
is related to the reproductive function of the female. Common-duct stones 
rarely are found in the very young. They are formed primarily in the gall bladder 
and later pass into the common duct. The possibility, therefore, exists that the 
incidence of obstruction of the common duct by calculi in the aged may be 
materially decreased by preventive surgery in young people with cholelithiasis, 
symptomatic or not. 

The incidence of primary carcinoma of the bile duct increases with age. The 
results of therapy are not as satisfactory as in the case of stones, but palliative 
measures for ductal and pancreatic carcinoma may alleviate suffering, and 
resection of ampullary tumors may be curative, even in old people. Additional 
attention to these tumors may materially improve the outlook for patients in 
the future. 


QUESTIONS AND ANSWERS 


Moperator GLENN: These introductory outlines were presented to give you 
an opportunity to ask questions. We have first a question directed to Dr. Dineen: 
“With respect to bacterial sensitivity to antibiotics, how does the relationship between 
the response to treatment and previous laboratory indications of high sensitivity to a 
specific antibiotic in young persons compare with that in aged patients?” 

Dr. Dineen: As I understand the question, this is the correlation between 
the laboratory sensitivity indications and the effectiveness of treatment in the 
patient. When dealing with hemolytic Staphylococcus aureus the results of the 
sensitivity tests seem to correlate fairly well with the clinical response. When 
dealing with other forms, particularly a mixed flora of one or more enteric 
organisms, the sensitivity tests are probably of limited value. In the laboratory 
the test is performed with one bacterium at a time, whereas in vivo these organ- 
isms are living together. Sensitivity tests, particularly in this type of infection, 
are not of great value. 

Moperator GLENN: “Can the very old patient walk with full weight-bearing 
after nailing of a fractured hip?” That is a practical question. Dr. Wade. 

Dr. Wave: Yes, with reservations. If an elderly patient is alert, sturdy and 
strong, he can use crutches with little or no weight-bearing for about four months, 
or until the fracture has healed. If, on the other hand, the patient is thin, un- 
steady, cannot use crutches and does not understand, we let him bear weight 
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on the limb. This may interfere with healing, but that chance is less hazardous 
than keeping the patient in bed and not letting him walk at all. I am radical 
about letting patients walk. Béhler in Vienna nails all fractured hips and allows 
patients to walk, bearing full weight, in three weeks. There is a tendency to keep 
older people too long on crutches and in wheelchairs. 

“Does early weight-bearing on a pinned hip lead to aseptic necrosis?’’ No. In 
cases of impacted fractures, we allow the patients to bear weight immediately, 
and there is the same percentage of aseptic necrosis as in those who do not bear 
weight. Weight-bearing makes no difference. 

MopeErRATOR GLENN: “‘What are the best methods for determining the amount of 
blood loss at the time of injury and what measures do you think should be taken to 
correct blood loss in order to avoid over-transfusion?”’ Dr. Braunstein. 

Dr. BRAuNSTEIN: The best method for assessing blood !oss is to observe the 
vital signs at the time the bleeding occurs. One cannot rely upon the hematocrit 
or blood count. The amount of external blood loss should be noted; sites of 
internal blood loss, such as fractures, should be looked for; then follows the 
evaluation of the vital signs, namely, pulse, blood pressure, respiration, and the 
condition of the patient. . 

The best method for correction of blood loss is the transfusion of whole blood, 
even when the patient is a poor risk from the cardiovascular standpoint. Trans- 
fusion of packed cells may occasionally be used in order to provide the oxygen- 
carrying capacity and osomotice properties of blood. It is seldom necessary to 
use polyvinylpyrrolidone, dextran or plasma because of the ready availability of 
whole blood. Peripheral vasoconstrictors are not indicated, as peripheral vaso- 
constriction is already present in association with hemorrhagic blood loss, and 
vasoconstrictor drugs would lead to the aggravation of shock. 

Moperator GLENN: ‘What do you mean by patients with early carcinoma of the 
prostate?”’ Dr. Marshall. 

Dr. MarsHAuu: About 90 per cent of carcinomas of the prostate already are 
advanced at the time the patient is first seen. What we mean by “early” is a 
cancer localized to the prostate, for which there can be some hope of cure by 
performing a radical prostatectomy. 

Moperator GLENN: Let me follow that question a little, because it has con- 
cerned me at times. Take a patient who has no symptoms and on rectal exami- 
nation has a single palpable nodule in the prostate. Is it carcinoma, or isn’t it? 
What do you do under those circumstances? 

Dr. Marsuatu: The patient should be examined for evidence of spread 
beyond the prostate. Assuming that none is found, a biopsy should be performed. 
If there is sure reason to believe that the patient has a carcinoma, radical prosta- 
tectomy should be recommended. It is possible that the patient may be in such 
poor general condition or so old (past 75 years) that nothing much can be done 
about it. Biopsy provides the answer to your question. 

Moperator GLENN: ‘‘Should patients past age 65 with gallstones that are not 
producing symptoms be subjected to operation? If so, what operation?” This question 
is frequently asked. Dr. Thorbjarnarson. g 

Dr. THORBJARNARSON: Patients with asymptomatic cholelithiasis should 
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benelit from operation. Cholecystectomy rather than cholecystotomy is the 
operation of choice. Stones almost always form again within a short time after 
a cholecystotomy for the removal of stones. Age in itself is no contraindication 
to cholecystectomy, which can be carried out with minimum mortality and 
morbidity, especially if sufficient time is taken to evaluate the patient and his 
vital organs before undertaking the operation. 

MopeRATOR GLENN: Would you recommend surgery for a patient 80 years 
of age whose cholecystogram showed a number of stones, but who had no symp- 
toms? 

Dr. THORBJARNARSON: I should want to examine the patient thoroughly. 

MoperATOR GLENN: After that, what would you do? 

Dr. THORBJARNARSON: If the patient decides to have his gall bladder removed 
after I explain the possible difficulties, I take it out; but I discuss it with him. 

MoperAToR GLENN: In other words, you balance the risk of operative 
mortality or complications with the possibility of trouble to the patient. That is 
a matter of judgment; there is no rule of thumb. We would remove the gall 
bladder under these circumstances, if there were no contraindications. 

“What measures are taken for the control of a diabetic patient after injury and 
during the operative period?” Dr. Braunstein. 

Dr. BrRAUNSTEIN: Under these circumstances, strict control of blood and 
urine sugar levels is not necessary. Rather, acidosis or hypoglycemia should be 
prevented. The important factor in such treatment is careful observation. 
Indwelling catheters are used, and the patients are maintained with regular 
insulin rather than long-acting insulin. Blood sugar determinations are made at 
frequent intervals, but more reliance is placed upon hourly observations of the 
urine for sugar and acetone. To combat acidosis, we administer large amounts of 
sugar, balanced with insulin and saline, if the cardiovascular system will stand it. 

MopeRATOR GLENN: “Is a hanging cast good treatment for fractures of the 
surgical neck of the humerus?” Dr. Wade. 

Dr. Wave: A hanging cast is not good treatment for anybody, anytime, 
anywhere. It is a horrible apparatus that never should be used. Most people 
think that a fracture of the humerus does well with a hanging cast, without any 
idea of the results. In the treatment of a fractured humerus the arm should be 
hanging; a sling or cuff may be used, and early active motion is essential. 

Moperator GLENN: ‘‘What route is preferred for operation for cancer of the 
prostate—transurethral or perineal?” Dr. Marshall. 

Dr. MARSHALL: If the lesion is operable and the objective is to cure the patient, 
transurethral resection is not recommended. The chance for cure following a 
transurethral procedure is meager, whereas there is an even chance following 
perineal total prostatectomy. If metastases are present, however, the answer is 
different. Then the activity of the tumor should be reduced by hormonal means, 
preferably estrogen therapy combined with bilateral orchiectomy. Urination is 
facilitated if need be, by removing the prostatic tissue as a purely mechanical 
undertaking. Under these circumstances, a transurethral procedure is the method 
of choice. 


Moperator GLENN: What would you do for a patient, aged 74 and in good 
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physical condition, who has had a transurethral resection for benign prostatic 
hypertrophy and who now has a carcinoma of the prostate? 

Dr. MarsHat: If he were in good condition and had a good life expectancy, 
my inclination would be to try for a cure by performing a radical perineal pros- 
tatectomy. 

Moperator GLENN: “Jn surgical cases, do you recommend the prophylactic 
use of penicillin and other antibiotics upon admission to the hospital?”’ Dr. Dineen, 

Dr. Dineen: The so-called prophylactic use of antibiotics is definitely not 
to the advantage of the patient. Several studies have been made which indicate 
that the incidence of bacterial complications is higher in patients who receive 
penicillin or other antibiotics prophylactically. All that the preoperative pro- 
phylactic use of antibiotics does is to remove the normal bacterial flora and put 
the patient in such a state that he is actually more susceptible to resistant 
staphylococci. Patients who receive penicillin and streptomycin in a preoperative 
period are more likely to have resistant staphylococcal complications than are 
patients who do not receive antibiotics preoperatively. Therefore, we do not 
advocate the use of antibiotics for prophylaxis. 

QueEstTION: How is the bowel prepared for surgery? Dr. Dineen. 

Dr. Dineen: The bowel is prepared both chemically and mechanically. 
Chemical preparation is carried out with nonabsorbable drugs, usually neomycin. 
Mechanical preparation is carried out for about three or four days with the use 
of a clear fluid diet, cathartics, and enemata; neomycin is then given for forty- 
eight hours before operation. 

Moperator GLENN: ‘‘Pulmonary complications are frequent after operation in 
elderly patients. Have you any suggestions for reducing their incidence?” Dr. 
Braunstein. 

Dr. BRAUNSTEIN: Well performed anesthesia is most important in preventing 
postoperative pulmonary complications. The lungs of elderly people are emphy- 
sematous and have poor respiratory excursion. Frequently, these patients have 
almost no intercostal breathing. If the accumulated tracheobronchial secretions 
are not well aspirated by mechanical means at the end of surgery, the subsequent 
aspiration of these secretions by the patient will lead to atelectasis or pneumonia. 
Postoperatively, the patient should be encouraged to breathe deeply and cough. 
Tracheal suction can be used, but it is not necessary to use Alevaire except in 
vaporized form in oxygen tents. Judicious pounding of the patient’s chest to 
help expel the secretions is also of benefit. Early mobilization and ambulation to 
increase respiration are important. 

Moperator GueNN: “When a patient with osteoporosis sustains a fracture, 
does the use of androgen-estrogen preparations help?”’ Dr. Wade. 

Dr. Wane: They should be used, but I am not enthusiastic about the results. 

MopERATOR GLENN: “Will you compare the mortality rate for cholecystectomy 
in elderly patients with that in the younger age group?” Dr. Thorbjarnarson. 

Dr. THORBJARNARSON: The mortality from cholecystectomy for chronic 
cholecystitis and cholelithiasis is minimal in any age group. In the past twenty- 
five years we have performed over 5,000 operations on the biliary tract. In the 
over-all unselected group, cholecystectomy for chronic cholecystitis and chole- 
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lithiasis has carried a mortality of about 0.5 per cent. However, if the group is 
divided into young patients, older ones and the aged, the mortality rate does 
rise, and rises rather markedly in the aged. Therefore, anyone who has chole- 
lithiasis at a young age should be forewarned of the trouble he is likely to run 
into in later years and should be advised of the lesser risk of operation during 
youth than in old age. 

MoperRATOR GLENN: “Should biopsy of the prostate be performed routinely in 
patients past age 65 in order to rule out carcinoma in its early stages?”’ Dr. Marshall. 

Dr. MARSHALL: The answer is “no.”’ There must be some indication besides 
mere age. Not many people younger or older than 65, either in or out of the 
Armed Services, would like to undergo biopsy of the prostate just because they 
happen to have such a gland on their sixty-fifth birthday. A biopsy should be 
undertaken without hesitation if there is something suspicious about the prostate, 
especially if there are prospects for cure or need of palliation. 

MopErRATOR GLENN: Here is a question that goes across the panel. “Comment 
on your choice of anesthesia: 1) For prostatic operation.’’ Dr. Marshall. 

Dr. MarsHALu: That depends upon the anesthesiologist. At one time, we 
used spinal anesthesia in a large percentage of cases, but we rarely use it now, 
because of improvements in general anesthesia. With general anesthesia there is 
less mental stress, and most patients stand it well. We usually start with intra- 
venous pentothal, and then switch to one of the gases. 

MoperAtTor GLENN: “‘2) For hip fractures.” Dr. Wade. 

Dr. Wave: If there is no necessity for reduction, local anesthesia may be used, 
but general anesthesia is the best. 

MoperatTor GLENN: “‘3) For cases of major trauma.” Dr. Braunstein. 

Dr. Braunstein: Light, general anesthesia. Especially in the elderly, spinal 
anesthesia with its propensity for producing hypotension is extremely dangerous. 
Pentothal used in association with a small amount of gas and oxygen and local 
procaine supplementation, and with the patient awake half the time during the 
procedure, produces by far the best anesthesia. For major intra-abdominal 
traumatic lesions the anesthesia must be deeper and muscle relaxants should be 
used. For the usual debridement of an open fracture in the periphery, very light 
anesthesia—pentothal drip, with gas and oxygen inhalation—is the best. 

MopeEraATOR GLENN: “‘4) For operations on the biliary tract, including the common 
duct.” Dr. Thorbjarnarson. 

Dr. THORBJARNARSON: In addition to providing analgesia for an operation, 
it is important to provide easy access to oxygen. Anoxia is the worst enemy of 
both surgeon and anesthesiologist; this can be best avoided with the use of 
endotracheal anesthesia in the aged person. 

MopeEraToR GLENN: ‘“‘Comment on the incidence of thrombo-embolic phenomena 
postoperatively in the aged.”’ Dr. Braunstein. 

Dr. BRaunsTEIN: I cannot give exact data. We believe it has lessened in recent 
years due to early mobilization and ambulation. 

MoperRATOR GLENN: “Are organisms more virulent in older patients than they 
are in others?”’ Dr. Dineen. 

Dr. DinEEN: The organisms as such are no more virulent in a younger person 


we. 


514 PANEL DISCUSSION Vol. VIIT 


than they are in an older person. The older person has less resistance. Resistance 
is not specifically measurable in terms of immunologic response, but more likely 
to be correlated with the physiologic and anatomic defects that I have mentioned. 
Since these are greater in older persons, infections are usually more serious and 
persistent. 

MopErRATOR GLENN: ‘“‘How often do we miss early ‘posterior lobe’ carcinoma of 
the prostate with no rectal findings, through the use of transurethral resection?” 
Dr. Marshall. 

Dr. MarsHauui: Without doubt we do miss a significant number of tiny 
carcinomas by performing transurethral resection; this procedure does not reach 
into the posterior lobe tissue where about 85 per cent of such carcinomas begin. 
Many of these tumors remain latent for long periods, but some become active 
later. This is one of the disadvantages of transurethral prostatectomy. The same 
is true of any enucleation type of prostatectomy in which the posterior lobe is 
not removed. We probably miss small carcinomas of the foregoing type in 15 
or 20 per cent of cases. 

Moperator GuLENN: “Should nailing of the hip be an emergency operation?” 
Dr. Wade. 

Dr. Wave: No, it is not an emergency such as a ruptured spleen or a severe 
hemorrhage; it is more comparable to the situation created by acute gall-bladder 
disease. The patient is examined, prepared, and operated upon as soon as his 
condition is stabilized. He does not improve by sitting around; he grows worse. 
However, if operation is performed on the patient as he comes into the emergency 
room, things are missed that should be taken care of before surgery. Nailing of 
the hip should be performed within the first twelve hours after the fracture. 
Sometimes it is necessary to wait twenty-four hours or longer, particularly if 
there is cardiac decompensation—a complication to be feared more than any 
other. 

Moperator GuENN: “Will you say something about the first-aid care of the 
elderly?” This must refer to major trauma. Dr. Braunstein. 

Dr. BRAUNSTEIN: Probably the most important thing is to handle these people 
gently. Injury to soft tissues can be aggravated easily by lack of splinting of the 
fractured extremity. Shock can be precipitated by rough handling. Care must 
be exercised in administering narcotics. It does not take much to cause shock, 
or at least hypotension, when the peripheral circulation is poor. If analgesics are 
administered in the periphery, for example, by subcutaneous or intramuscular 
injection, they may not be absorbed. When the patient arrives at the hospital 
he may still be having pain, so a second dose is given. Then, as the patient 
recovers from shock with therapeutic measures, all of these drugs will be absorbed 
and frequently an overdosage will be observed due to cumulative action. Nar- 
coties depress respiration. Old people do not have a large reserve and any anoxia 
can lead to a poor outcome. 

Great care should be taken with splinting. A board or a twig placed against a 
limb to insure immobilization during a half-hour ride to the hospital may cause 
irreversible changes in the skin. Careful, gentle handling is also necessary. A 


July 1960 SURGERY IN THE AGED 515 


sling is used for immobilization of an upper extremity. For a lower extremity 
(that is, below the knee) a pillow, or a bundle of clothes, or anything that will 
immobilize the limb may be used until definitive care can be given. All tight 
bandages are contraindicated. 

MopeErRATOR GLENN: “‘What is the best antibiotic to use in the treatment of massive 
trauma?” This is in prophylaxis. Dr. Dineen. 

Dr. Dineen: This is a difficult question to answer specifically. In massive 
trauma, we do not know what organisms are present. It has to be assumed that 
any or all of the large groups are involved. Therefore, it is best to provide as 
broad coverage as possible, for instance, a combination of penicillin and strepto- 
mycin in fairly high dosage, or one of the broad-spectrum agents such as tetra- 
eycline or chloramphenicol. We favor penicillin and streptomycin, as it furnishes 
fairly broad coverage. This assumes that the trauma took place in an area where 
one would not be dealing with resistant organisms such as the “hospital’’ staphy- 
lococcus. 

Moperator GLENN: ‘What is the most common cause of death following an 
operation upon the biliary tract in the aged?” Dr. Thorbjarnarson. 

Dr. THORBJARNARSON: The most common causes of death under such cir- 
cumstances are complications related to the cardiovascular and pulmonary 
systems. The mortality rate rises in the groups that have advanced cardiovascular 
diseases, antecedent pulmonary diseases, and chronic renal diseases. 

MopERATOR GLENN: Coronary artery disease has been the most frequent 
cause of death in the aged as a whole. Infection in debilitated persons is another 
cause. 

The second part of the question is, ‘‘What is the most frequent complication in 
the aged group?” 

Dr. THORBJARNARSON: Pulmonary complications (hypostatic pneumonia, 
atelectasis) seem to be the most common. 

MoprraTor GLENN: Perhaps one of the most frequent complications follow- 
ing biliary-tract surgery is accumulation of fluid beneath the liver in the opera- 
tive area. This holds true for the older age group. It may not be a 
serious complication; it has all gradations. 

“Comment on the use of the indwelling catheter after or prior to elective surgery.” 
Dr. Marshall. 

Dr. MARSHALL: The indwelling catheter, or any other catheter, is a two-edged 
sword. One must balance the advantages and the disadvantages in any particular 
case. The advantage of a catheter is that it provides drainage of the bladder. 
The disadvantage is that it irritates and obstructs the urethra and the prostate. 
A catheter is generally used to relieve the obstruction so that it may be reduced, 
and to give the kidneys time to recover their functional capacity. If the patient 
has good kidneys and only slight infection, an indwelling catheter prior to opera- 
tion is usually not necessary; if his kidneys are poor and he has a significant 
amount of infection, then its use is warranted. 

Dr. Wane: In the case of the patient who is burned, injured, or unconscious, 
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is it wrong to insert an indwelling catheter so that kidney function can be es- 
timated? 

Dr. MarsHALL: No, not wrong. You must have that information; the necessity 
justifies the catheter. The advantages are greater than the disadvantages. 

MopeErRATOR GLENN: ‘“‘What is the treatment for non-union of a hip fracture in 
an old person?” Dr. Wade. 

Dr. Wave: The popular one is replacement with one of the many prosthetic 
devices. We use the Austin-Moore prosthesis, the Thompson prosthesis, or 
others in which the femoral head is removed and the prosthesis takes its place. 
This has the advantage of requiring no postoperative cast and only a short period 
of postoperative immobilization. The results are quite satisfactory—much 
better than with the older methods, e.g., osteotomy, which meant a minimum 
of eight weeks in a plaster cast. Replacement prosthesis has its hazards, but it 
is the most popular and the best. 

MoperaTor GLENN: It is true that we have patients who stump us. 

Dr. Wave: We have forgotten that in some cases of non-union the patient 
can get along fairly well with a limp. We used to have many of these cases because 
we did not know what to do for them. 

MopeErATtoR GLENN: ‘Do allergic reactions occur frequently when antibiotics 
are given?”’ Dr. Dineen. 

Dr. Dineen: Particularly with penicillin, the number of allergic reactions 
seems to be increasing. There is hope that, with the new penicillins being de- 
veloped, allergic manifestations will be fewer. With the other antibiotics, allergic 
reactions are not so common as are toxic reactions that seem to be related to 
overdosage or to a dose factor. Most of these drugs elicit a fair number of allergic 
or toxic reactions, and for this reason the unwarranted use of antibiotics should 
be condemned. 

MopeErRATOR GLENN: ‘‘How do you prevent bed sores in an elderly patient?” 
Dr. Braunstein. 

Dr. BrAuNSTEIN: We cannot always prevent them. The main thing is to pad 
the bony prominences. We use an alternating pressure mattress in order to 
distribute pressure in various areas at different times; the patients are turned 
frequently and we get them out of bed as rapidly as possible. We also use the 
Foster frame and the Stryker frame. I know of no way to prevent pressure sores 
completely. 

Moperator GLENN: ‘‘How do you determine clinically when a fracture is healed 
if the roentgenograms do not show it?” Dr. Braunstein. 

Dr. BRAUNSTEIN: By clinical examination. I have never seen callus in a 
Colles’ fracture at the time of removal of the plaster cast. Roentgenographically, 
the fracture line is still present when the forearm is removed from the cast, and 
yet the patient is clinically healed because he has no severe pain and no obvious 
motion at the fracture site. This also holds for tibial fractures, for example. 
There is minimal callus formation at the time a tibial fracture is removed from 
the cast. If one waited for roentgenographic obliteration of the fracture line in 
the case of a tibial fracture, it might take a year or a year and a half; by that 
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time the patient would have a stiff ankle or a stiff knee. One has to use clinical 
examination plus some beginning evidence of healing as seen by radiography to 
determine when immobilization can cease. 

MopERATOR GLENN: “‘Since the older patient may show no evidence of infection, 
no elevation of temperature and no leukocytosis, would you advocate the routine use 
of antibiotics postoperatively?” Dr. Dineen. 

Dr. D1inEEN: No, I would not, despite the lack of the so-called cardinal signs 
of infection. It is possible to detect whether or not a patient has infection by 
close general inspection and examination of the chest (including roentgenograms), 
and culture of the urine. Prophylactic administration of antimicrobials in the 
postoperative period will not alter the situation. 

There are exceptions. A person who has obvious pulmonary emphysema or 
known bronchitis, and undergoes a major operation, should be treated with 
antimicrobials in the postoperative period. This is not prophylaxis; it is treatment 
for the bronchitis which the patient had preoperatively. The prophylactic use of 
antibiotics in the postoperative period will do nothing but give a false sense of 
confidence. 

MopERATOR GLENN: “Does incontinence following prostatectomy in the aged 
offer problems?” Dr. Marshall. 

Dr. MARSHALL: Yes, indeed. It offers many problems. 

Question: Is it more frequent in the aged? 

Dr. MARSHALL: In general, it is not more frequent in the aged. However, in 
some of these patients (especially these with so-called silent prostatism) there is 
a neurologic element in addition. Sometimes a surgeon attempts procedures 
in the aged that he might not attempt in the younger patient; he may perform 
an operation too rapidly in the hope of drastically reducing blood loss, and in so 
doing tear the sphincter. Judgment is necessary. 

MoperATOR GLENN: Here is a pertinent question submitted to the panel and 
me. “Are there any general contraindications to surgery in the aged?” We shall call 
on the senior member of the panel. Dr. Wade. 

Dr. Wane: Yes. Surgery is contraindicated in the moribund patient. That is 
the only circumstance I know of in which surgery is hopeless. 

Moperator GLENN: Dr. Thorbjarnarson? 

Dr. THORBJARNARSON: There are no specific contraindications in the aged that 
do not apply also in the young. The patient must be evaluated individually. 
Some persons 65 or 70 years of age are better operative risks than others aged 35. 

Moperator GLENN: Dr. Braunstein? 

Dr. BRAUNSTEIN: There may be some contraindications. I agree with Dr. 
Wade that patients have to be almost dead to be ruled out. We may temporize 
with certain things—for example, a fresh coronary occlusion, congestive heart 
failure, or incipient pulmonary edema. However, these conditions are reversible. 
It must always be kept in mind whether or not surgery is going to benefit the 
patient. Therefore, there are few contraindications to surgery, and these are 
usually temporary and can be treated and eliminated by medical care before 
operation. 
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Moperator GLENN: Dr. Dineen? 

Dr. Dineen: I agree essentially with what Dr. Braunstein has said, particu- 
larly as regards serious infections or other such manifestations. Once brought 
under control, a patient should be able to undergo operation. 

Moperator GLENN: Dr. Marshall? 

Dr. MarsuHa.u: Dr. Wade just added, “If the patient refuses.”’ 

One item worthy of consideration is the question of ‘making misfortune live.” 
If the patient has much to live for, and the surgeon has at least a little to offer 
him, that bears significantly upon what should be done. Philosophically, we could 
discuss this angle all day. 

MopeEraTor GLENN: In general, the goal of surgery must be that the patient 
will benefit and survive. The surgeon has to balance what he sees and what he 
knows. The older I grow, the more convinced I am that a little careful thought 
is perhaps the most important factor before undertaking surgery. 

Often patients ask, “Is there any risk in this operation?” There is risk in every 
operation, and it has to be balanced against the possible beneficial results. With 
the improvement of surgical therapy throughout this country, most of the 
contraindications can be overcome, or at least modified. 
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DECEPTIONS AND FALLACIES IN GERIATRICS 
JOSEPH T. FREEMAN, M.D., F.A.C.P.* 


Philadelphia, Pennsylvania 


Virginity, it once was thought, could maintain youth and even restore some 
degree of well-being to the infirm and aging. Many unusual means and measures 
have been credited with properties which could contribute to health and longev- 
ity. Security derived from specific cures has not eliminated such hopes. It has 
just shifted emphasis from conditions now eradicable to those with which physi- 
cians must cope without current ability to effect a cure. 

This is an introduction to the fact that human capacity for self-delusion, 
though a mortal fault, is a compulsive virtue which makes it possible to live 
with biologic reality. Lacking this property, man becomes fearful, and ultimately 
he is defeated by illnesses and aging. Insofar as man can accept his mortality, 
this talent for self-deceit has made him gullible; insofar as he recognizes this 
deception, he has the potentiality of becoming an agnostic. 

Fortunately for the community, a more optimistic attitude is held by the 
majority of its members. Mortal eventualities are acknowledged and often, as 
ultimate states of unpleasant and remote character, disregarded. Even in the 
twentieth century there is a trace of the belief in the blindfold philosophy that 
whatever happens is all for the best in this best of possible worlds. Under the 
most extreme circumstances there is the feeling that there must be a way out, 
there must be some measure, some process, some medicament by which life can 
be extended, health restored, and perhaps even erotic capacities prolonged. 

It requires little effort to find the flaw in the hope that derives from extrav- 
agant and fanciful sources. When on occasion a success is effected by the unusual 
—whether it be a word, device or measure—an atavistic excitement spreads 
through the colony implying that possibly there is no need to bow to the in- 
evitable. Maybe there are things which one has not dared to dream in one’s 
philosophy, or at least has not had the courage to spell out. Maybe it can be 
said, there is something in the back-to-Methusaleh Shavian idea that longer 
survival and the avoidance of disease can be matters of the will. 


CHARLATANISM AND QUACKERY 


Cults and quackeries fall into the children’s categories of animal, mineral, and 
vegetable. Whether one suggests the use of Doctor Hill’s vegetable sage for its 
medicinal values, or the mineral Powder of Sympathy extolled by Sir Kenelm 
Digby, or a host of other remedies, none has the charm of the animal forms. 
Under this heading the word rejuvenation received a sort of acclaim, as if it 
could be identified in some beneficial way which did not conjure up the restitu- 
tion merely of sexual vigor, or at least, in not too obvious fashion. 
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No womb-to-tomb community protection, no social security, no general wel- 
fare plan of any kind can operate beyond the range of individual and social 
normality. The charlatan operates where sociologists dare not tread, where 
physicians stop, where even politicians fear to trespass. But there is not likely 
to be a time when quackery will not find a response; the forces of imagination 
disregard fact when there is a threat which seems to exceed the body’s capacity 
to survive. 

A partial basis for pseudo-science and quackish conclusions is derived from 
the inevitable pairing of reward and punishment, heaven and hell, the rescued 
and the damned, the good and the bad, with compulsively appropriate finales. 
Unfortunately, there are too many somatic evidences that the bad are not always 
punished by death, and the good not always rewarded by living. In other words, 
living long in health cannot be regarded as a reward for saintliness, nor short 
life and disease equated with the other extreme. 

There are a number of extraordinary mechanisms of escape. A fad, defined as 
a passing fancy, is a recurrent notion in various guises according to the age in 
which it appears. Even the most absurd concepts of an earlier time can be resur- 
rected and accepted because the human quality of hope and despair persists. 
Charlatans are chatterers, boastful of abilities, who pretend to medical skills 
based on fantasy, fashions and gullibility. Quacks earned their name as itinerant 
medical men who sold remedies of questionable value. From their glibness and 
speech with its barnyard overtones the term, quack doctor, developed. Such 
persons, or quackers, used salves in treatment; this led to the term quacksalver, 
later shortened to quack. 

Charms, talismans and amulets are the oldest parts of the same bewitched 
circle. It makes little difference whether an emblem has been blessed by witch 
doctor, voodoo artist, rumor, tradition or major dogma. The purpose and the 
values acquire strength from the faith involved. If these tokens had not been 
embraced by seemingly rational and modern elements of society, it is quite 
unlikely that they would have persisted. No emblem, incidentally, is more potent 
than the presence of a physician. In all ages, some physicians, or at least facsimiles 
of that ultimately ideal personal service, must hear a great deal of censure for 
the elaboration of cults of therapeutic deception. 


QUACK DEVICES AND METHODS 


There are two groups of quackery specialists. The first is the scoundrel who 
devises a method, a machine, or a mechanism which uses aspirations for health 
to delude and to deceive for profit. His claims are no less bizarre than those of 
Abrams’ old electric machines, Perkins’ tractors, Graham’s erotic bed, radio- 
active waters, blackstrap molasses, wheat germ oil, and pretty little cornucopias 
of vitamin capsules. : 

The second charlatan is not so easy to put in a ridiculous light. He is one who 
invents, and uses, and believes. Along the line he may flourish and regard his 
riches in the same apostolic light as he drinks his own concoctions and uses his 
own machines. Most exponents of big muscles, the diet faddists, the drink-a- 
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little or drink-a-lot of water devotees, the purgists, the high colonicists, and the 
brigades of others belong in this category. 

It would be impossible to list all of the quackish devices and methods. It would 
be impractical to contrive tables of everything which has received notoriety as a 
measure for the prolongation of life, the relief of incurable illness, the restoration 
of sex potential, the firming of muscles, the release of rigidity, the reframing of 
the rippled dermatologic canvas on the skeletal frame, and all of the other asso- 
ciations of aging whose totality has been summarized in the sad phrase, “the 
malady of old age.” There are just too many bits of charlatanry going back too 
many years in history. 

Implicit in every resort to quackish methods is the petitioner’s effort to ac- 
complish the cliché, to attain something out of the ordinary, that is beyond 
common experience, against the rules, contrary to average fact, and a refutation 
of the inevitable. As definitive knowledge is achieved, the number of persons 
for whom such procedures are economically rewarding, and the opportunities 
for their attainment, would seem to get less. This is not as true as might be 
thought. Recent reports of outlandish, or at least unusual, health advisors to 
distinguished people suggest that the field is as fertile as ever. 

The possibility of stirring the population with claims of miracle cures in old 
and new cultures is a constant threat to verity. Shrines, relics and miracles 
require a fine sense of judgment between the obvious farce and the accepted 
truth. No organizations have been more alert to this essential distinction than 
intelligent religious groups. Such a narrow division separates the true from the 
false that only centuries of experience have been able to enforce even a fair degree 
of distinction. How much less prepared is the average distraught person who is 
hypnotized by claims that are ornamented by beguiling personalities, and as 
often as not, endorsed by prominent, if gullible, people. Between fear, atavism 
and ignorance, there is an endless drive to believe in the unbelievable. Even the 
most tawdry claim makes the evidence seem pristine. The pages of any news- 
paper with full-page advertisements, bold headlines, and caricatures of scientific 
reality in print or in photograph, are only slightly removed from brews 
and masks. 

In a few instances the method of the charlatan reflects some charm and attrac- 
tion, some quality which shows the simplicity and naiveté of man in measures 
which one could almost wish were true. There is always a chance that the unusual 


is truly wondrous. In short, such foibles, quacksalving and devices are quite 
human. 


THE QUEST FOR HEALTH IN OLD AGE 


Two examples will illustrate the lengths to which man has gone in an effort 
to extend his life span. 

There is the familiar Biblical account of the king who slept with a young 
Shunammite maiden on the advice of his medical advisors in order that he might 
receive from her pure and healthy body the values of her healthful exuberance. 
According to legend, the old warrior king survived for an additional seven years 
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after accepting this remedy. Through the centuries, accounts of this beneficial 
procedure (once called “this most pleasant medication’’) recurred. One Clodius, 
a Roman and a teacher in a girls’ school, is reputed (by the epitaph on his tomb- 
stone) to have lived one hundred and fifteen years and five days, by the breath 
of young maidens. The mayor of Amsterdam, on the advice of his physician, 
Europe’s most distinguished clinical advisor, regained his health quite success- 
fully by following faithfully this physician’s orders to rest between two Dutch 
maidens. Their breath, it was claimed, contained particles of unusual value 
which contributed greatly to his health. There have been criticisms of the thera- 
peutic altruism of this concept, but the willingness to follow a prescription with 
such an ancient background has been demonstrated many times (1). 

For almost as long, there has been some belief in the fact that human milk 
contains special properties for the maintenance of health in the aged. Zerbi of 
Padua and Rome looked upon this human product as a particularly valuable 
medicament (2). Marcellus de Ficinus, a physician and student of Plato, likewise 
accepted its analeptic value (3). A most famous tale is that of the devotion of a 
lactating Roman daughter who kept her jailed father from starvation by giving 
him the only possible type of nutrition which she had available, and which she 
could extend to him in the only possible method under the circumstances. Few 
of the various claims of charlatans, few of the ointments of the quacksalvers 
and none of the exaggerations of the deceitful could compare in popularity with 
these milk and breath methods. 

The eighteenth century was quack-ridden. Mesmer introduced hypnotism. 
Read, a tailor, treated Queen Anne for eye problems. There was “‘Spot’’ Ward, 
who devoted himself to the medical problems of George II. What rational ex- 
planation is there for the throngs who came to be touched by the King because 
this contact was supposed to have the capacity to eliminate disease? The disease 
was known as The King’s Evil (4). Which was the evil, the disease or the royal 
delusion? 

The Temple of Health of Doctor James Graham on the Thames in 1780 was 
an exotic palace. Its fabulous bed stretched the imagination (at 100 guineas the 
night) so that man would be blessed with offspring if he could use the favored 
couch, or at least make the effort—fortified, of course, by a vital elixir, at a price. 

The Parliament of England in a dysuric and stone-ridden time actually voted 
a sum of money with which to buy a secret remedy from one Joanna Stephens, 
by which stones in the peers’ (and no doubt in the commoners’) bladders could 
be dissolved (4, 5). 

When Doctor Brown-Séquard used testicular substances, he was not far 
removed from the ligation operation by Steinbach, nor from the operation of 
transplantation of sex glands by Voronoff. Such experiments led to the con- 
ditioned (and unfortunate) thought association of health, rejuvenation and re- 
eroticization. 

From the mountain wanderings of a biologist on vacation in Bulgaria a concept 
of auto-intoxication arose. It persists in the use of various strains of soured 
milk supposed to have antitoxiec values—as well as in advice stressing colonic 
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eliminants. This theory reached its acme in the deliberate surgical extirpation 
of the entire colon, the constipation bogie, the Fletcherizing of meals, the values 
attached to tanned skin and branned food, to say nothing of the emphasis on 
vitamin and mineral combinations. 

The Almanach de Gotha and the social register probably could be used as 
listings of many who resorted to quackery. It might be amusing, provided these 
measures did not mislead the helpless, the inadequate and the poor. High-born 
people seem to have been unusually susceptible to the nonsense surrounding the 
quacks of their day. A distinguished personality will condemn the whole struc- 
ture of clinical medicine simply because his chronic backache was relieved by 
someone whose philosophy of healing is framed by the belief that all pathology 
resides in bone and structural alignment. A titled lady may endow a diet faddist; 
a count may gloat over the contents of his bowel; an intellectual may believe 
that a disciplined view of the position of his navel brings health and long life. 
Various forms of injections have excited the literate, and financially able, popu- 
lace. or these there can be little feeling. It is the inarticulate and forsaken who 
warrant sympathy. They know no better. They have been misled and misin- 
formed. No glimmer of unreality is too rusted but what it can be made to shine 
again by the quack, whether he be a physician who promises more than is avail- 
able in his time, or the faker who has no limitations to his promises at any time. 
Who cares if a dowdy Queen, though a Stuart, misled by bad medical advisors, 
found pleasure in her vagaries in the fields of bizarre medicine? But it is a matter 
of concern that thousands of subjects imitated her at a price and followed her 
therapeutic ways because the Queen did it. 

History and literature are decorated with strong personalities who epitomize 
the urgencies of those who would resort to extraordinary medical measures (6). 
The fountain of youth tradition could take a Spanish sailor half way across his 
world. Yearning, bitter old Faust making his desperate contract for youth; the 
old Manichean knight, Don Quixote, pitting his arthritic joints against material 
opponents; King Lear in his unfortunate bequests to test the love of his daugh- 
ters; all of these and more belong in the category of the hope and despair of old 


age, the hope of arresting time, the despair of being relieved of the weight of 
years. 


OLD ATTITUDES VERSUS MODERN METHODS 


It is evident that regardless of the state of man’s culture, or the century in 
which he lives, old age often has failed to receive preparation as a normal phase of 
life. As long as the ailments and inadequacies of the aging body are regarded as 
visitations and punishments it is little wonder that in attempts at medical treat- 
ment, ‘procedures may often have no more to do with those of science than 
those of a primitive medicine man” (5). We are not so far removed from the 
hapless times when “healing ... without the aid of the occult was practically 
unknown” (7). 

It is easy to list quacks and fads as the grotesqueries of another age, but these 
activities have a tendency to reflect their times. It should be noted, in all hu- 
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mility, that in 1957 the legislature of the State of Pennsylvania had to undertake 
a discussion of the merits of an alleged ‘‘cancer cure’? which had been scientifi- 
cally discredited. Private medical organizations such as the American Medical 
Association and the Federal Government have stood on guard for years against 
the medical renegade and his uninformed or desperate hosts. 

On the borderline is that medical personage who finds it difficult to distinguish 
between the effects of what his medical recommendations can do and the objec- 
tive value of the substance or procedure he recommends. In his position of 
authority, set in a role of traditional attitudes by the culture of which he is a 
product, the physician may become oracular. His opinions are based on ex- 
perience and training, and he may begin to believe that they are infallible. 
Medicine has received an undue amount of credit for the extension of life in 
health. Although a part of the gerontologic pattern, the clinical role actually 
has been a minor one thus far, although it promises to become greater. If physi- 
cians are to evade even the slightest implications of quackery in dealing with 
the aged, they must be careful to avoid the substitution of excessive hope for 
medical fact, the replacement of what can or must be, by false promises. Ex- 
travagant projections of personality traduce the traditional privilege of the 
older person to live in reality free of unsubstantial hope. Optimism is proper and 
somewhat justified, but ‘tender, loving care” cannot be used as the sole medica- 
ment of the inadequate medical advisor. 

The variety of advertising of vitamins, the new halo around the euphemistic 
word “tranquilizer,” the ready prescription and health advices based on intui- 
tion and opinion, contain just enough truth to avoid criticism. It has not been 
very long since a goateed Brinkley (the adjective is used advisedly) aroused and 
amused the entire Mississippi Valley. It required intensive Federal action to 
suppress this quack whose strongest supporters, as is common, were foremost 
among his victims. 

It is fair to ask: Can those who write or are responsible for the production of 
health advertisements claim a built-in privilege to say what they please, treat- 
ing truth as if it were a relative commodity rather than an absolute state? New 
pathologic patterns have been suggested or even boldly invented to fit drugs, 
the incentive being: Here is a drug—find me a condition. The public seems to 
be extraordinarily tolerant and even financially generous in the support of the 
most unlikely claims for things artfully advertised. The stethoscope, head mirror, 
white beard, and equally white coat are the accepted hallmarks of assumed 
medical authority. The constant impact of multitudes of claims loses charm with 
the passage of time. It might indeed be better to return to Cohausen in 1744 
when this earnest German physician saw fit to publish his book on the value of 
sleeping between young virgins as a remedy for disease and as a measure to 
restore healthful vigor. 

Fields of hope depleted by charlatanism and quackery are filled in constantly 
by despair. There are many illnesses which lack adequate specific therapy. In 
the absence of medical answers there is no lack of specious interpretations of 
diseases. When there is no real knowledge, rigid morality and threats of divine 
punishment fill the chinks and are not readily displaced. 
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Discovery of effective treatment dispels the old moralistic condemnations. 
Is this end-of-the-nineteenth century attitude any different than some of those 
expressed in the middle of the twentieth? Cancer has been cited as today’s afflic- 
tion. Vascular disease has been said to be today’s punishment. Degenerative 
ailments are inferred to be the destiny of sinful surviving man. Large prostates, 
cataracts, various stone deposits, thinning and disruption of bone, and physical, 
physiologic and psychologic weakness are the “portion” of older man. These 
attitudes recur frequently in Shakespeare. ‘. . . how full of changes his age is,” 
or, “the unruly waywardness that infirm and choleric years bring with them” 
(8, 9). Such attitudes cannot apply to times which seek definite scientific ex- 
planations. Traditionally the gap between old attitudes and modern efforts has 
been filled by the unscrupulous for the unknowing. 


EMPIRICISM IN CLINICAL MEDICINE 


The extent of empiricism in clinical medicine is inverse to the progress of 
medical specificity. Until quite recently, apparently due to differences in some 
human values, the care of the aging was primarily empiric, based partly on 
medical frustration and partly on quackish venality. More artistry (if this is 
an adequate cognomen) than science went into these efforts. Such treatment. is 
not only out of fashion but outside the realm of pharmacologic competency. 
There can be but two excuses for such measures; lack of knowledge is one, and 
lack of morality is the other. Expediency, after all, is a threadbare covering for 
medical ignorance in the second half of the twentieth century. No laurel wreath 
can be given for methods which “happen to work.’’ Too much is involved in 
such random successes. 

Emphasis on specificity may be accused of curtailing humanitarian efforts. 
(Dr. Holmes would gladly have included this opinion in his list of kindred delu- 
sions.) If it be true, the charlatan has an equal claim to effectiveness; his patients 
frequently improve, too. The irreproachable answer is that no opinion, regard- 
less of the depths of its sincerity, and no therapeutic foible, regardless of its 
claimed backing, can substitute for medical fact. The urgency to do something, 
even if derived from saintly intention, does not acquire integrity, nor license to 
be free of the privilege of criticism. There is no compulsion to condone pragma- 
tism; it should be judged in the context of the medical inadequacies of the times. 

Expediency and pragmatism might find excuses; pomposity can never be so 
leavened. This trait is the evolved equivalent of less sophisticated charlatan 
forms. It is a mask that is not easy to remove and, contrary to that of the primi- 
tive medical man, is as likely to deceive the wearer as the patient. 


CONCLUSIONS 


Quackery is the antithesis of the scientific spirit. It is based on the denial, 
the refutation, and ultimately on the obstruction of the progress of truth from 
research. Charlatanry always requires unusual explanations which are contrary 
to natural law. Regardless of the many faces of medical deceit, the basic ones 
substitute hope, however aroused, for fact, and glibness for present therapeutic 
inadequacies. The assumption is that a void in current knowledge is a void in 
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potential knowledge, which is a justification for the miraculous assumptions, 
It is the old argument between pragmatism and science, between the urge to 
do something now and not knowing what to do, as if a deed in its performance 
became an honest accomplishment. 

If wisdom came to all with age, quackery would have no market. If the aging 
are not to be abandoned to fakers selling wares or to self-labeled specialists 
utilizing platitudes for therapy, it will be necessary to accelerate the formation 
of a sound scientific approach to gerontologic states. 
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PREPARATION OF PATIENTS FOR PROCTOSIGMOIDOSCOPY 
WITH A NEW LAXATIVE SUPPOSITORY 


HENRY P. LEIS, JR., M.D., JAMES M. WINFIELD, M.D., JOHN P. HERRLIN, JR., 
M.D. anp LLOYD H. BERGNER, M.D. 


Department of Surgery, New York Medical College-Metropolitan Medical Center, 
New York, N.Y. 


Physicians today are directing their efforts increasingly toward the preventive 
aspects of medicine. Instead of waiting until a patient presents himself with a 
well developed case of some disease, they are urging him to report at the first 
symptom, and even further, to come in for a periodic examination in the absence 
of symptoms. The need for this prophylactic approach to medicine is enhanced 
by the fact that, with the conquest or control of most of the acute illnesses, 
more and more people are living to an age when they become victims of insidious 
diseases such as atherosclerosis and cancer. 

The early detection of cancer presents a real challenge to the physician. Many 
doctors include a check of the most probable sites, such as the breast and cervix 
in the female and the lung and colon in the male, in all patients past the age of 
40 coming to their office for examination. In addition, special cancer detection 
centers have been set up to which persons can report once or twice a year for a 
thorough examination directed primarily at these organs. The routine use of 
Papanicolaou smears, chest roentgenograms and proctosigmoidoscopic examina- 
tions has picked up many a carcinoma in an early operable stage, which formerly 
might have been missed until too late. 

Almost all physicians are agreed on the importance of a thorough examination 
of the rectum and sigmoid, but many of them neglect this procedure because of 
the difficulty of properly preparing the patients. Although a cursory examination 
of the rectum with a proctoscope can usually be accomplished after the patient 
has had a bowel movement, the proper examination of the sigmoid is impossible 
unless the patient has been thoroughly prepared. It is a well known fact that 
approximately half of the malignant growths of the colon that are visible by 
endoscopy will be missed unless the sigmoid is included in the examination. 

At the present time this procedure entails scheduling a special appointment 
for the patient, prior to which he is instructed to employ a special routine of 
laxatives and/or enemas to insure adequate cleansing of the sigmoid. Many 
patients coming in for a routine examination balk at the necessity for a return 
visit to the physician’s office for this procedure, and others who do return are 
found to have inadequately carried out the preparation. 

In an attempt to obviate these difficulties, enemas of hypertonic saline have 
been prepared in disposable plastic squeeze bottles which can be administered in 
the physician’s office. These are effective and easy to use but they often cleanse 
the rectum only, leaving some feces in the sigmoid. Moreover, they are prone to 
produce hyperemia of the mucosa. 

It is the purpose of this paper to evaluate a new neurogenic contact laxative 
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suppository as a preparation for sigmoidoscopy. Chemically it is bis(p- 
acetoxypheny1)-2-pyridylmethane,(bisacodyl),' a synthetic compound which js 
practically insoluble in neutral or alkaline solution. Unlike the anthraquinone 
laxatives, it does not have to enter the blood stream in order to exert its effect. 
Its effectiveness is due to its unique mechanism of action in stimulating the 
parasympathetic nerve endings in the colonic mucosa on contact. This stimula- 
tion initiates two types of autonomic reflexes: 1) axon reflexes taking place 
entirely within the bowel wall, and 2) segmental reflexes mediated through the 
vagus and sacral nerves. The axon reflex appears to occur primarily at the site 
of drug contact with the colonic mucosa, whereas the segmental reflex results in a 
peristaltic wave throughout the colon. The action of the suppository therefore 
not only empties the rectum but, because of the mass peristalsis generated, 
empties the sigmoid and usually the entire left half of the colon as well. The 
parasympathetic stimulation also promotes secretion from the mucous cells 
lining the colon, lubricating the bowel wall and facilitating the passage of fecal 
material. This mucous discharge leaves a mucosa which is clean and glistening. 
Because the drug is a physiologic stimulant and not a pathologic irritant, it 
does not cause reddening or other disturbance of the bowel wall. 


CLINICAL MATERIAL AND METHODS 


In order to test the effectiveness of this suppository in preparation of the colon 
for proctosigmoidoscopy, it was used in a group of geriatric patients (average 
age, 73 years) with chronic illnesses and long-standing constipation in whom 
adequate preparation by other methods was difficult and in many cases impossi- 
ble. Twenty-eight such patients were selected for the study from the geriatric 
wards at Bird 8. Coler Hospital which is affiliated with New York Medical Col- 
lege in New York City. In addition to constipation, all of these patients had 
advanced arteriosclerosis as well as other chronic diseases requiring long-term 
hospitalization. Seven patients had unilateral or bilateral amputations and 16 
had partial or complete hemiplegia. In each case a single 10-mg. suppository of 
bisacody] was inserted into the rectum and, after evacuation, sigmoidoscopy was 
carried out with a special 10-inch black scope with a rifled barrel. To this scope 
was attached a sealed camera with special prismatic lenses, so that passage of 
the scope could be accomplished under indirect vision. From 2 to 4 colored 
photographs were taken in each case during the passage of the scope along the 
rectum and sigmoid. The photographs in Figure | (color plate) are representative 
of a colon prepared in this manner. 

The average time between insertion of the suppository and evacuation was 
thirty-five minutes, the shortest time interval being twenty minutes and the 
longest fifty-five minutes. Results were excellent in 20 patients, satisfactory in 
5 and unsatisfactory in 3. 

The bowel was found to be well prepared for the entire length to be examined 
by the sigmoidoscope. The mucosa was clean and glistening and there was no 
change in color. None of the patients showed any reaction or untoward effects. 


' Available as Dulcolax (Geigy Pharmaceuticals). 
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Fic. 1, These photographs were made approximately half an hour after the patient had 
had an adequate bowel movement as a result of the administration of Ducolax. 
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Suction was necessary in most cases to remove excess mucus but this was aec- 
complished without difficulty. The effectiveness and the ease of administration of 
this suppository as compared to other methods of bowel preparation for sig- 
moidoscopy in this difficult group of patients was outstanding. 


SUMMARY 


Twenty-eight geriatric patients (average age, 73 years) with chronic illnesses 
and constipation were prepared for proctosigmoidoscopy by the use of a new 
neurogenic contact laxative suppository (bisacodyl). Previous attempts to 
prepare the colon in such patients by other means had been most difficult and 
in many cases impossible. 

No patient showed any untoward local or general reaction and the bowel was 
found to be well cleansed to the full length required for the insertion of a 10-inch 
special sigmoidoscope with an attached camera. The mucosa was not reddened 
or irritated but appeared clean and glistening. Excess mucus was readily removed 
by suction. Results were satisfactory in 25 of the 28 cases. 


BASIC CONCEPTS IN THE REHABILITATION OF 
HOSPITALIZED AGING PATIENTS 


J. L. RUDD, M.D.* anp REUBEN J. MARGOLIN, Eb.D.t+ 
Veterans Administration Hospital, Brockton, Massachusetts 


INTRODUCTION 


For the past decade we have been witnessing a significant transition from the 
“talk” stage to the ‘‘do” stage in regard to the aging. The pressure of an increasing 
geriatric population primarily accounts for the welcome change. We can no 
longer ignore the well known, frequently quoted, statistics such as: 

1. Sixteen million persons, or approximately 149 of our population, are more 
than 65 years of age. 

2. During the past half-century the number of persons over 65 has quadrupled 
while those under 65 has only doubled. 

3. By the year 2000 the number of persons more than 65 years old is expected 
to be about 27,000,000 or approximately 16 per cent of our population (1). 

Although medical science has contributed toward increasing the life span, 
employment opportunities for persons past the age of 50 generally have declined. 
With an increase in life expectancy there is an obvious increase in multiple dis- 
abilities, both physical and mental. We disagree with those who believe that 
such people cannot be rehabilitated to gainful employment and that the goal 
should be primarily that of custodial activity. It is our experience that even with 
severe multiple disabilities, an appreciable number of persons in the older group 
can be successfully rehabilitated to employment. This paper will attempt to 
describe a method that appears to be effective. 


CONCEPT OF DYNAMIC REHABILITATION 


Many of those who work with the aged now realize that they must change 
their approach from a traditional “laissez-faire” method to one that has a more 
dynamic orientation. The dynamic approach implies that treatment and re- 
habilitation must be based upon an understanding of the life patterns of the 
individual before there can be any hope of success in achieving the ultimate 
goal of selective placement. 

Successful dynamic rehabilitation involves genuine cooperation within the 
hospital as well as between the hospital and the community. In the hospital 
setting, a complete physical medicine rehabilitation program that harmonizes 
closely with counseling psychology is essential. Shatin (2) has already reported 
on 2 projects which demonstrated that comprehensive rehabilitation profoundly 
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influences psychologic remotivation in the aged. In the community setting, 
Rudd and Feingold (3) have stressed the need for cooperation between the physi- 
cian and the vocational counselor. Hilleboe et al. (4) described a pilot program 
for the rehabilitation of disabled adult welfare recipients. They concluded that 
there exists an unknown but sizable number of welfare recipients, now totally 
disabled, who could benefit substantially from intensive rehabilitation including 
vocational counseling and placement, if the opportunity were extended to them, 
The presence of multiple handicaps should not be a deterrent to an active 
over-all rehabilitation program. Instead, the physician must determine to what 
extent handicaps prevent participation in certain activities. He must also deter- 
mine which handicaps are likely to improve as a result of participation in re- 
habilitation activities. The physician must be continuously alert to the manner 
in which the aging person reacts to his environment. In this way residual liabili- 
ties can be minimized and the patient encouraged to capitalize upon his assets 
as they are manifested. Thus, the physician must be alert to both physical and 
mental conditions that impede or facilitate the progress of rehabilitation. 


CONCEPT OF MODERATE PUSH 


Rehabilitation by “total push” should be supplanted by a newer concept 
based on the ‘‘moderate push”’ principle. Most older, hospitalized patients fare 
better when treated under the “moderate push” plan; then they become involved 
in physical, mental and social activities according to their tolerance level. By 
moderation one avoids the physical aches, the mental exhaustion and the in- 
evitable future refusals that are incurred when a formerly overworked patient is 
again asked to participate in a planned program or work schedule. 

The physician in charge of the geriatric ward should be depended upon to 
supply the nutritive supplements containing vitamin C, niacin and iron, the 
heart tonics such as nikethamide or digitalis, and the tranquilizers and sedatives 
as needed. 

Important to a person in the aging category is the satisfaction of his psycho- 
dynamic needs, especially those pertaining to recognition, security, being 
accepted, and belonging to a group. In fact such needs may be intensified because 
of the family’s or community’s unthinking attitude, which tends to relegate the 
old person to the scrap heap. Since psychodynamic needs vary with the indi- 
vidual, measures should be utilized which can evaluate these needs. With this 
knowledge an appropriate rehabilitation program can be planned. Assessment 
should be carried out through clinical interviews, psychologic testing, and ob- 
servations of specific performance in rehabilitation activity. Since needs con- 
tinuously change, assessment should be continuous. 


REHABILITATION MODALITIES 


Prescription of treatment by the physician must be based upon the foregoing 
medical and psychologic data. In this connection, all the modalities of the Physi- 
cal Medicine & Rehabilitation Service which include physical therapy, correc- 
tive therapy, educational therapy, manual arts therapy, and industrial therapy 
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should be utilized. In some mental hospitals which have an advanced rehabilita- 
tion program, an additional activity known as the Member-Employee program 
may be prescribed (5). The main emphasis in the Member-Employee program 
is on work conditioning and social adjustment. Patients are discharged from the 
hospital, but are permitted to live in their own dormitory quarters in the hos- 
pital and receive a salary for their work. They are expected to fulfill the same 
obligations and responsibilities as any other employee in the hospital. This pro- 
gram is a sort of crowning achievement to the patient’s rehabilitation progress. 
It serves as an important transitional bridge from the hospital to the community. 
The Member-Employee program can be extremely useful in the rehabilitation 
of those aged that reach this advanced level. It gives impetus to self-esteem and 
to productive living. Under this program, selected geriatric patients can profit 
greatly from work conditioning under close surveillance. 

In employing these modalities it is important to stress that all activities must 
be graded in accordance with individual needs. It is a step-by-step climb up the 
rehabilitation ladder. However, with the aged, the progress is neither smooth 
nor continuously upward. There are reversals and regressions. Indeed, periodic 
regression, even with a patient considered successfully rehabilitated, is to be 
expected. Despite these expected temporary setbacks the successfully rehabil- 
itated aged person will be able to function adequately. 

Stress on occupational goals begins when definite signs of progress are noted 
in the physical medicine activities program. If the patient demonstrates certain 
abilities and potentials, then a complete vocational testing program should be 
carried out at this time. Testing should include not only intelligence, personality, 
aptitude and interest tests but also a physical demands capacity test. It is neces- 
sary to determine whether the patient is intellectually, emotionally and physi- 
cally capable of doing the job. Whenever possible, it would be advisable within 
the hospital setting, to provide the patient with a type of work experience that 
would test these 3 qualities. Observations of specific performance in a controlled 
setting seem to provide the most important clues for selective job placement in 
the community. 


CASE REPORTS 


To illustrate the rehabilitation process with the aged, two case reports are 
presented: 


Case 1 


M.S. was a male, 64 years of age. He suffered from some of the handicaps that older 
people are likely to have. He had diabetes, arteriosclerosis and a hernia. Medical treatment, 
including rehabilitation through a Vocational Service, permitted him to stay active and 
alert, physically and mentally. 

The counselor was very much impressed with the client’s confident attitude of success 
and general business “‘know-how,’’ and suggested as the initial step that Mr. M. 8S. look 
for a suitable location for a small jewelry business. One could readily see the difference in 
the patient’s attitude once he started his own business. The new cheerful, happy person 
was indeed a different man from the depressed aging person originally interviewed. He was 
soon making a living and, what was most gratifying to him, was his ability to repay his 
business loan in half the time granted him. 
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Comment. The counselor believed that looking toward the future should include 
some consideration of self-employment for people past their prime of life and 
those approaching the traditional retirement age of 65 years. Regardless of the 
person’s age, moderate infirmities and handicaps, a well-selected small business 
may mean the difference between happiness and longevity, or despair and pre- 
mature death. The wide range of self-employment opportunities makes it pos- 
sible for an older person to select a business to suit his needs, and as his own 
boss he is able to set his own pace. The fact that the major goal is a moderate 
income, purposeful activity and an increased feeling of security rather than an 
ambition for large and increasing income, makes it easier to work with most 
older people. 


Case 2 


This 69-year-old white veteran of World War I had been hospitalized for twenty years. 
His symptoms first developed after he had suffered some business reverses. He had paranoid 
delusions, and became antisocial, seclusive and resistant to treatment. Pulmonary tubercu- 
losis was discovered during a routine chest x-ray examination about eleven years after he 
was hospitalized as a mental patient. There was extensive bilateral infiltration of the 
upper lobe, more marked on the left. He was treated by crushing of the left phrenic nerve, 
and also with streptomycin and isoniazid. The condition cleared remarkably over a period 
of several years. 

He was never suicidal or assaultive, but fluctuated between being over-suspicious, noisy 
and resistive to treatment and being quiet and cooperative. He thought his sputum had 
some special properties and was unwilling to part with any of it. Insight and judgment 
were somewhat defective. His mental condition showed little change up to the time chlor- 
promazine was started, approximately a year before his discharge. He changed from a 
hostile, angry person to one who was much more pleasant and approachable. 

In the physical medicine rehabilitation program he was advanced from Occupational 
and Manual Arts Therapy to an individual Industrial Therapy assignment. His performance 
was good and he showed good aptitude as a furniture repairman and a greenhouse worker. 
He was therefore recommended for the Member-Employee rehabilitation program. At first 
he resisted attending, and claimed it was a plot to keep him in the hospital. After ventilat- 
ing his fears and anxieties he accepted a job assignment on the Member-Employee program 
as a furniture repairman. His work adjustment was excellent. 

He was discharged from the program after four months, when a job in the community 
was secured for him as a greenhouse worker. At the same time he was placed in a foster 
home about two miles from his work. Despite his age, he walked to and from work daily. 
Both the social worker and the Member-Employee supervisor, who was a counseling psy- 
chologist, conducted close supervision for a long period of time. After living in his foster 
home for almost two years he requested permission from the employer to convert an unused 
garage, located on the greenhouse grounds, into living quarters so that he could be near 
his work. Permission was granted and he performed all the alterations, construction and 
painting necessary to convert the garage into decent living accommodations. He has been 
working for a period of four years and is still ‘“‘going strong.”’ 


Comment. This single case had already cost the federal government about 
$100,000. Through successful rehabilitation the seemingly permanent and con- 
tinuing cost was eliminated. Furthermore, over the past four years this man 
has returned to the Government in income taxes approximately $2,500. In 
addition to the economic aspect, there was considerable improvement in the 
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TABLE 1 
Jobs Taken by Member-Employees in the Aging Category* 
Age Group (yrs.) No. of Persons Job 
50-54 9 Laborer, nurse, truck helper, crane 


operator, carpenter, butcher, main- 
tenance man, telephone operator, 


janitor. 

55-60 5 Foundry worker, kennel worker, stock 
clerk, invoice clerk, maintenance 
man. 

61-65 3 Kitchen helper (2 patients), green- 


house worker. 
| 


*The average length of hospitalization of these patients before taking part in the 
Member-Employee program was ten years; one patient had been hospitalized more than 
twenty-five years, and another for more than thirty vears. Only 2 of this group are not 
working today. 


psychologic area, 7.e., self-esteem, feelings of adequacy, better interpersonal 
relations, and increased zest for living. 

This example of successful rehabilitation of an aged person is not an isolated 
case. The Member-Employee program has treated other aging persons with 
multiple handicaps by securing employment for them in the community. Table 
| shows the ages of these persons and the jobs taken. 


SUMMARY AND CONCLUSIONS 


A more optimistic outlook on geriatric rehabilitation has been emphasized. 
It is necessary to advance beyond the ‘‘keep busy” approach and the attitude 
that the hospitalized aged are permanent custodial problems with little prospect 
of becoming useful citizens again. 

It has been clearly demonstrated that a fair percentage of old people, even 
with multiple handicaps, may be successfully rehabilitated. The process whereby 
this can be accomplished has been outlined, with special emphasis on the con- 
cepts of selective placement and the ‘‘moderate push program”’ in contrast to a 
better known and frequently used ‘total push program.” Patients should be 
encouraged to set their own pace; work for part of the day should be acceptable 
if a full day’s work is not physically or mentally advisable. Two case excerpts 
and some statistical information have been presented. 

It is hoped that this brief report may encourage others who deal, or may have 
to deal, with the increasing geriatric population. If we can reorient our percep- 
tions and change to a more dynamic approach in geriatric rehabilitation, the 
future will be more promising. 
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MANAGEMENT OF FEEDING PROBLEMS IN AGED, 
DISTURBED PATIENTS 


JOSEPH P. SENENKYJ, M.D. 


Augusta State Hospital, Augusta, Maine 


The maintenance of proper nutrition in aged patients is a difficult’ problem 
demanding more and more of the hospital staff’s time as the number of such 
patients in state hospitals increases. Tube feeding, with all its associated in- 
conveniences, both to the patient and the staff, is often necessary. Occasionally, 
in patients with suicidal tendencies, the refusal to eat is successfully overcome 
only with a course of electro-shock treatment. The success achieved with pro- 
chlorperazine in overcoming this problem in one of our patients led to an informal 
preliminary trial of this drug in other aged male patients with acute feeding 
problems, in the hope that prochlorperazine might provide an effective method 
of treatment that would reduce the amount of time required of staff members 
for feeding our patients, and free them and the patients for more constructive 
activities. A case report of the first patient in whom we noted the striking effect 
of perchlorperazine follows. 


Patient 1 


This patient was a 69-year-old man in Augusta State Hospital, whose condition was 
diagnosed as cyclothymic affective personality, manic depressive in nature. In January 
1957 he refused to eat and said he wanted to kill himself. He received a course of electro- 
shock therapy and seemed to respond adequately. Similar episodes occurred at regular 
two-month intervals—April, June, August and October. They also were controlled by 
electro-shock therapy. However, when the symptoms returned on December 2, since it 
seemed that electro-shock treatment was providing only temporary control, drug therapy 
was started with prochlorperazine (20 mg. three times daily) and methylphenidate (10 mg. 
three times daily). On December 7, 1957, the patient was more cheerful, no longer wanted 
to kill himself, and had a fairly good appetite. One month later he was still maintaining 
his improvement and continued to eat. Methylphenidate was discontinued. At the time of 
this writing (March 1959) the patient is being satisfactorily maintained with prochlorpera- 
zine in a dosage of 10 mg. by mouth three times daily. No electro-shock therapy has been 
required since October 1957. There has been no recurrence of the eating problem. 


Seven additional patients, aged 58 to 86, with chronic brain syndrome as- 
sociated with cerebral arteriosclerosis with psychotic reactions, who refused to 
eat, received intramuscular injections of prochlorperazine half an hour before 
meals. Initial doses were 5 mg. or 10 mg. The progress of each patient was 
checked daily; if the response was satisfactory, the dosage was not changed. 
In 2 patients, it was necessary to increase the dosage, so that one received 45 
mg. per day and the other 60 mg. per day. Oral medication was substituted for 
the parenteral form as soon as possible. The duration of therapy was one week 
to nine weeks. 

In all the patients studied, prochlorperazine produced satisfactory results 
as far as absorption of food was concerned. Before treatment, these patients 
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refused food or were unable to feed themselves and struggled to reject the food 
when we tried to feed them by spoon or tube. The medication overcame their 
objections to eating and they no longer rejected their food, although some of 
them who were unable to use their hands because of weakness, infirmity or 
catatonic stupor, still had to be fed by the staff. 

Excessive salivation occurred in one patient when the daily dose was increased 
to 60 mg. intramuscularly. No other side-effects were seen. 

The following case histories illustrate the results achieved with this treatment: 


Patient 2 


An 86-year-old male, who was admitted to the hospital in January 1957, had experienced 
sporadic episodes of poor appetite and gastro-intestinal discomfort. On June 22, 1958, he 
became depressed and refused to eat or take fluids. He continued to refuse food and drink, 
except for sips of water, until on June 25 he was given prochlorperazine, 5 mg. (1 ec.) intra- 
muscularly before each meal. After his first dose of prochlorperazine, he accepted a cup of 
milk and a cup of fruit juice. Later the same day, after a second dose (5 mg. intramuscu- 
larly), he ate a complete dinner. He continued to receive prochlorperazine with good results 
for about six weeks. During this period the staff reported that whenever the drug was not 
given, either by mistake or because the written order had expired, the patient would again 
refuse to eat. Prochlorperazine was discontinued on August 4, 1958, and the patient has 
remained cheerful and willing to eat. 


Patient 3 


This 80-year-old man had been in this hospital since October 1952. For several months 
during the first part of 1958, he was a feeding problem. He would refuse meals, had to be 
urged constantly to eat, and had to be spoon fed. His weight dropped from 126 pounds in 
January to 106 pounds in July. In August, prochlorperazine was started parenterally, 5 mg. 
before each meal. An improvement in appetite was noticed almost immediately. After 
fifteen days prochlorperazine concentrate (10 mg. three times daily by mouth) was substi- 
tuted for parenteral therapy. The concentrate was given for two weeks and then discon- 
tinued. The patient’s appetite has remained good. 


It has been suggested that emotional distress, confusion, lack of interest, and 
perhaps suspicion concerning their food, may play a part in the genesis of feeding 
problems in aged patients (1). The results of this preliminary trial seem to 
indicate that prochlorperazine is of value in the treatment of such patients. Our 
findings agree with the observations of other investigators that the drug seems to 
increase appetite. The reports of others have always been in the nature of passing 
comments on the over-all effectiveness of the drug, however, and to the best of 
my knowledge there has been no published report on the specific effect of pro- 
chlorperazine on the appetite or eating habits. Our findings are confirmed by 
observations in the following references: Stevenson mentions an improvement 
in appetite in patients with mild to moderate mental and emotional disturbances 
(2); Wilcox, an improvement in eating habits in chronic schizophrenic patients 
(3); Settel, an improvement in eating habits in geriatric patients (4); and Bow- 
man and Blumberg, a gain in weight in hyperactive, mentally retarded patients 
(5), although it is not clear whether the increase in weight was due to improved 
appetite or to decreased hyperactivity. In our series, the gain in weight was due 
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to increased appetite and, because of the impact of emotions on gastric secretions, 
to better control of emotional stresses of the depressive type. [The effect of 
emotional factors on gastric secretions has been demonstrated in experiments 
from 1905 to the present (6, 7).] 


COMMENT 


The use of prochlorperazine in the treatment of aged patients with serious 
feeding problems is now an accepted procedure on the male wards of Augusta 
State Hospital for patients with depressive characteristics. The beneficial effects 
have been striking, and there has been a rewarding diminution of the time and 
effort required of the staff. 
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HOST-TUMOR ANTAGONISM. XVI. THE EFFECT OF ONE 
DISEASE UPON ANOTHER* 


LOUIS PELNER, M.D., F.A.C.A.+ 
Swedish Hospital of Brooklyn, Brocklyn, N.Y. 


With the advent of antibiotics, hormones and other specific or near-specifie 
drugs, the modern physician does not often have the opportunity to discern the 
effect of one disease on another in the same patient. This type of “treatment” 
was a favorite topic in the old literature of medicine. Occasionally, as in the 
effect of erysipelas on certain cancers, it led to a therapeutic advance. It is well 
known that the idea of using cortisone for rheumatoid arthritis first occurred 
to Dr. Hench (1) after he had noted a patient in whom amelioration of the ar- 
thritis followed the development of hepatitis. The salutary effect of certain 
acute diseases on chronic disease has been known for centuries. Hippocrates, in 
his aphorisms, cites examples of the cure of certain chronic diseases by acute 
fevers. It would seem that further investigation of this type of “‘treatment”’ 
should be made. In any case, the methods of therapy used are of great historical 
interest. 


ERYSIPELAS 


In 1809, Fayet (2) wrote a thesis on the influence of acute disease on chronic 
disease. He mentions a 35-year-old man who was hospitalized for months at the 
St. Louis Hospital (Paris) with many “scrofulous enlargements” in the neck and 
axillae. All antiscrofulous remedies failed. The case may not have been tuber- 
culous adenitis, but lymphoma. Without known cause, acute erysipelas developed 
in the right arm. Soon after, all the tumors diminished in volume and then com- 
pletely disappeared after the erysipelas had subsided. 

In 1809, a woman aged 50 was admitted for a rodent ulcer (dartre rongeante) 
of several years’ duration, which occupied the entire bridge of the nose. It is not 
certain that this condition corresponds to the rodent ulcer of today. A month 
later, erysipelas developed, involving the entire face. The ulcer almost completely 
disappeared. 

Erysipelas especially, of the acute infectious diseases, was known to influence 
favorably many chronic diseases; therefore it was called “erysipéle salutaire” 
by the French (3). The beneficial effects of erysipelas, though often only tem- 
porary, were especially noteworthy in such conditions as lupus (3). Chronic eye 
infections also were benefited (3). 

Collis (4) in 1864 emphatically stated that cancer is less apt to recur in the 
patient who recovers from a severe attack of erysipelas after the removal of the 
cancerous growth. He quoted two other well known surgeons of the time, Smyly 


* Parts I-XV of this study were published in the July, August, November (1956), April, 
May, June, August, October, November (1957), May, July (1958), May, September (1959), 
and May (1960) issues of the Journal. 

t Attending Physician. 


540 


July 1960 THE EFFECT OF ONE DISEASE UPON ANOTHER 541 


and ‘Tanner, who had expressed a similar opinion. He had seen many cases, both 
of cancer and epithelioma, in which a direct benefit had been conferred by the 
development of erysipelas; suspected infiltrative lesions had disappeared, hard- 
ness and swelling of the glands had subsided and wounds had healed subsequently 
with great rapidity. 

In 1869 Champouillion (5) cited the case of a malignant tumor that had been 
“treated and cured” by the direct application of gastric juice. Careful study of 
the report, however, indicated that the changes leading to regression of the 
growth had not occurred after the application of gastric juice, but after an attack 
of erysipelas which undoubtedly had developed in association with the irritant 
action of the gastric juice. 

In 1868 Busch (6) reported 2 cases of dramatic regréssion of inoperable sarcoma 
following the development of erysipelas. He therefore thought it worth while to 
induce this infection in an inoperable case, ‘“‘through the artificial production of 
an erysipelas without suppuration.” It must be remembered that the etiologic 
organism of erysipelas was discovered fourteen years later, in 1882, by Fehleisen. 
Busch tried to induce erysipelas in a 19-year-old girl with an enormous inoperable 
sarcoma of the cervical glands, by applying to the growth the dressings which 
had covered the head of an erysipelas patient. This caused a diffuse slight burning 
of the skin, but no true erysipelas. A new attempt was made; the patient was 
transferred to the contagious ward and placed in a bed notorious for the frequency 
with which its patients were attacked with erysipelas, and the skin over the 
tumor behind the sternomastoid muscle was lightly cauterized. A mild case of 
erysipelas developed a week later, with a maximum temperature of 40°C. As 
soon as this occurred, the sarcoma regressed remarkably. The erysipelas spread. 
At the height of the infection, the tense firm growth became softer and more 
fluctuant. By the end of the second week, the entire mass of the growth lying 
between the sternomastoid muscle and the vertebrae, and another portion 
between the lower jaw and the parotid, had regressed completely. The mass of 
the growth surrounding the blood vessels was reduced to the size of a small 
apple, and the larynx, trachea, soft palate and pharyngeal wall resumed their 
normal position. Unfortunately, the tumor again began to increase. The patient 
was again treated in a similar manner in order to induce erysipelas. Within a 
month, the tumor had reached its former size. The end-result is not stated, but 
presumably the patient died of the disease. 

Although this is the first recorded attempt to induce erysipelas as a curative 
agent in a case of cancer, Ricord and Despres (7) had previously endeavored to 
induce erysipelas in cases of phagodenic chancre. They had noted striking benefit 
or cure in some patients with severe phagodenic ulcer who had contracted ery- 
sipelas spontaneously. 

The etiologic organism of erysipelas was discovered in 1882 by Fehleisen (8), 
who was the first to induce erysipelas infection by direct inoculation of the or- 
ganism as a therapeutic measure against cancer. He described the results in a 
personal series of 7 cases. In some instances there was partial regression, and in 
| case of thrice-recurrent mammary cancer there was complete regression. 
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W. B. Coley (9) became interested in the phenomenon when an inoperable 
lymphosarcoma of the neck which had recurred postoperatively three times, 
regressed following an attack of erysipelas. Beginning in April 1891, Coley at- 
tempted to produce erysipelas therapeutically in 10 patients with inoperable 
malignant lesions. It was difficult to induce an attack, and often dangerous when 
the attempt was successful. He tried cultures of Str. erysipelatis, sterilized by 
heat or filtration, but these were weak and ineffective. A short while later he 
learned that the toxins of B. prodigiosus could increase the virulence of other 
organisms if the association occurred during the proliferative stage (Roger, (10)). 


MIXED BACTERIAL TOXINS 


Various mixed toxins were developed under Coley’s direction, some of which 
were weak, and others extremely effective. Patients are still alive who have re- 
covered from inoperable sarcomas after having been treated with a toxin mixture 
by Coley or under Coley’s direction (11). Some of the so-called spontaneous re- 
gressions of cancer have occurred in patients treated with Coley’s toxins. 

In 1891 and 1892, Spronck (12) also tried to treat malignant tumors with 
injections of bacterial products, in this case subcutaneously. He believed the 
curative effect to be due to a general reaction following absorption of the bacterial 
products and also to a local reaction provoked by a chemical change in the neo- 
plastic tissues directly invaded by the toxins. Spronck noted microscopic changes 
in tumors during or after an infection, e.g., erysipelas; there was a certain degree 
of edema, followed by a marked softening, after which the tumor became necrotic 
and regressed. Sometimes this occurred with surprising rapidity, but usually the 
regression was slow. Spronck mentions Bruno’s interesting case of malignant 
melanoma of the breast, in which a recurrence took place while erysipelas de- 
veloped and was invading successively different parts of the body. Nevertheless, 
after the infection subsided, and as the patient regained her strength, the growth 
began to regress, and this continued steadily until it had completely disappeared. 

Spronck used bouillon cultures sterilized by filtration, to which he added the 
bodies of killed streptococci. Twenty-five patients with inoperable tumors were 
treated with Spronck’s toxins by a group of Dutch physicians. In the majority 
of cases, the treatment failed. However, in one third of the patients there was a 
complete arrest of the growth, though the arrest was not permanent. Spronck 
concluded that the results were not dramatic because his patients were critically 
ill. He stated that the toxic products of erysipelas organisms could exert a de- 
structive influence on malignant tumors without harming the patients. 

The treatment of malignant tumors by bacterial toxins is based on the fact 
that neoplasms have been known to regress during acute bacterial infections, 
principally erysipelas, but also during the course of acute tuberculosis and small- 
pox. In many cases, the inhibitory action was powerful enough to cause complete 
regression, and in some cases there was no recurrence. 

Moullin (13), in his book published seven years after Coley began his therapy 
of inoperable sarcoma with mixed toxins, recounts the early successes with this 
therapy. His conclusions as to the value of toxin therapy were: 
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|. A considerable number of inoperable sarcomas, many of them recurrent, have com- 
pletely regressed under this treatment, and this cannot be said of any other therapy. 

2. The disappearance of the sarcoma is apparently due to a rapid form of fatty de- 
generation comparable to that which affects the hepatic cells in acute yellow atrophy of 
the liver. 


3. The toxins are of no value unless derived from a virulent case of erysipelas or made 


virulent by passing the streptococcus through rabbits. The toxins of B. prodigiosus in- 
crease the reaction immensely. 


4. The effect is most striking in the most rapidly growing sarcomas, the slow-growing 
sarcomas are much more resistant. 


5. The severity of the reaction from the toxins depends on the rapidity with which 
they were absorbed. 


6. The disappearance of the growth is not the result of high temperature, since fever 
from other causes is not followed by the same result. 


CHOLERA AND TYPHUS 


Other concurrent infectious diseases besides erysipelas, e.g., scarlatina, typhus 
and cholera, have been described as having a salutary effect on the growth of 
some tumors. Fischer (14) in 1878 noted especially ‘striking regressions” of 
certain tumors. following attacks of cholera or typhus. These tumors included 
sarcoma, lymphoma and adenoma, but not carcinoma, lipoma, fibroma, enchon- 
droma or osteoma. In none of the cases described by Fischer was there micro- 
scopic confirmation of the diagnosis, so they do not have documentary value. 


MALARIA 


Loeffler (15) believed that the induction of malaria would prove to be an 
effective treatment of cancer. He mentions the patient of Vencelaus Trnka 
Krzowitz of the University of Tirnava (1775). This patient, who had a scirrhous 
carcinoma of one breast that recurred in the other breast, contracted double 
tertian malaria; within a few weeks the whole scirrhous growth had completely 
disappeared. Loeffler cites the experience of Dr. Paget, who practiced for ten 
years in North Borneo without seeing a single case of carcinoma, but many 
cases of malaria. 

Rudolf (16), in his book on the therapeutic induction of malaria, cites a case 
of myelogenous leukemia treated with malaria. One month after the fever had 
occurred, the leukocytes had diminished from 250,000 to 5,800 per cubic milli- 
meter and the erythrocytes had increased from 1,500,000 to 3,800,000 per cubic 
millimeter. The general condition greatly improved. Another case of leukemia 
was treated with quartan malaria; there was a pronounced fall in the leukocyte 
count, but it increased again to the original level about one month after cessation 
of the fever. Rudolf quotes other authors who also recorded temporary improve- 
ment in leukemia complicated by either naturally occurring or induced malaria. 

Rovighi (17), on the other hand, doubted the antagonism between malaria 
and cancer. He cited the case of a physician, inoculated with malaria, whose 
attack of fever could not be controlled with quinine. This patient died of cachexia 
a few months later. 

Neumann (18) similarly doubted the antagonism of these two diseases. He 
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emphasized the danger of postponing early operation in order to try a probably 
useless and harmful course of malarial treatment. 

Jovin (19), director of a large cancer research institute in Bucharest, was 
struck by the rarity of “environmental” cancer in the petroleum districts near 
this city. In the previous twenty years, not a single case of cancer had been 
found that could be attributed to the dangerous (carcinogenic) action of petro- 
leum. He reported 2 cases of microscopically proven cancer in which marked or 
complete regression occurred following the development of malaria. 


Kieffer (20), however, basing his conclusions on his experience in the Phillipines 
and in Cuba, stated: 


1. There is no real antagonism between cancer and malaria. 

2. If malarial infection supervenes in a case of carcinoma, the infection does 
not modify it. 

3. Natives of tropical countries enjoy a relative immunity to malignant disease, which 
varies within wide limits. 

4. The adoption of ways of life of the white man materially decreases this immunity. 


TUBERCULOSIS, SYPHILIS AND LEPROSY 


It has been widely held since remote times that antagonism exists between 
cancer and tuberculosis, among other infectious diseases. Rokitansky (21) con- 
cluded from a large experience that there was definite antagonism between 
active tuberculosis and cancer. He noted that the sites where tuberculosis fre- 
quently occurs are rarely the sites where cancer is found; for example, in the 
lung tuberculosis occurred frequently but cancer occurred rarely. This was true 
in Rokitansky’s time, but in recent years the incidence of tuberculosis of the 
lungs has declined, and there has been a great increase in the incidence of lung 
cancer. The most favorite sites of cancer—the esophagus, stomach, rectum and 
ovary—were rarely the sites of tuberculosis. There are fairly large numbers of 
single reports in the literature on the co-existence of cancer and tuberculosis. 
Herxheimer (22) described 5 cases in which he found histologically typical 
tubercles within carcinomatous tissue, but in these cases there were no clinical 
evidence of tuberculosis, nor were tubercle bacilli found anywhere in the body. 

McCaskey (23) reviewed the literature of the clinical association of cancer 
and tuberculosis, and concluded that there is a certain antagonism between 
active tuberculosis and cancer. He noted that the outbreak of cancer often follows 
or coincides with the healing of pulmonary tuberculosis, although there is seem- 
ingly no absolute incompatibility. He cited statistics that although 25 per cent 
of the world’s population had tuberculosis (year 1902), the disease was found 
only 4 times in 281 autopsies conducted on cancer patients (1.4 per cent). He 
thought the antagonism was probably due to the toxins of tuberculosis, and 
since tubercle bacilli produce more virulent toxins in their active phases, this 
could account for the antagonism to cancer only in the active stage of tuber- 
culosis. He suggested that, in view of this apparent antagonism, it would seem 
worth while in properly selected inoperable cases of cancer to try local injections 
of tuberculin into the cancerous tissue. 
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Oertel (24) described an interesting case observed at the Russell Sage Institute 
of Pathology in New York. The patient was a 49-year-old woman with primary 
scirrhous carcinoma of the stomach and extensive metastases, who had a com- 
bination of cancerous growth and tuberculosis in the lung. While the patient 
was in the hospital for a considerable length of time for treatment of the carci- 
noma of the stomach, pulmonary tuberculosis developed. The patient died, 
and an autopsy showed that in the portions of the lung where tuberculous gran- 
ulations had spread to parts containing cancer, the cancer cells were degenerated 
or disintegrated ; their protoplasm and nuclei were pale and vacuolated. However, 
in places where the cancer nests had been imbedded in scar tissue, they showed 
few or no signs of progression, but rather atrophy. Oertel concluded that in 
this instance the active tuberculosis had a strong destructive effect on the in- 
vading cancer cells. 

Centanni and Rezzesi (25) reported an experimental study on the antagonism 
between adenocarcinoma and tuberculosis in mice. Their findings were as follows: 


1. Living tubercle bacilli mixed with an emulsion of tumor cells destroyed tumor cell 
vitality, and transplants of such cells did not take. 

2. Living tubercle bacilli injected at the same time and at different sites from the 
tumor transplants always exerted a retarding effect on the development of the tumor. In 
certain cases this was complete, and the transplant either did not take or regressed. In 


other cases, after an initial period of arrest, the tumor grew following the arrest or cure of 
the concurrent tuberculosis infection. 


3. If the transplant was made into a mouse which already had a tuberculous infection, 


the transplant either did not take or developed later when the tuberculosis was arrested 
or cured. 


4. Living tubercle bacilli injected into a tumor mass caused necrosis which destroyed 


most of the growth, but it was not possible to prevent the death of the mouse from ab- 
sorption of necrotic tumor tissue. 


5. Tubercle bacilli killed by heat did not influence the growth rate of the tumor. How- 
ever, when tuberculin was mixed with the tumor emulsion, the development of the im- 
planted tumors was regularly retarded and in a few cases completely arrested. 


Pearl (26) analyzed the statistics of the first 7,500 autopsies performed at the 
Johns Hopkins Hospital, and especially of the 816 in this group involving patients 
who were found to have some form of malignant neoplasm. A control group 
comprised 816 autopsy patients of the same age, sex and color as the first group, 
with the exception that these patients did not have malignant disease. Active 
lesions of tuberculosis were found in 6.6 per cent of the 816 persons having 
malignant growths, and in 16.3 per cent of the 816 persons without malig- 
nant growths. Active tuberculosis occurred more than twice as often in the 
controls than in the malignant group. When the carcinomatous and the sar- 
comatous groups were considered separately, it was found that the same general 
relationship existed relative to the infrequent coincidental occurrence of malig- 
nancy and active tuberculosis. Healed tuberculous lesions (apical sears, calcified 
tubercles in glands) were found with equal frequency in the malignancy and 
control groups. It seemed important to Pearl to study the effect of severe active 
tuberculosis on the incidence of malignancy. Among 886 persons with severe 
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active tuberculosis, 11 had malignant tumors at autopsy (1.2 per cent); among 
886 persons without tuberculosis but of the same age, sex and color, 82 had 
malignant tumors (9.3 per cent). 

Dabney (27) believed that active tuberculosis antagonized cancer. He stated 
that tuberculosis tends to produce lymphocytosis and, as pointed out by Murphy, 
lymphoid activity is an essential factor in the immunity process regarding arti- 
fically engrafted cancer. He did not rule out other unknown inhibiting influences 
of tuberculosis on cancer, but thought that the administration of tuberculin 
might have the same effect and therefore tried this therapy in 7 cases of inoper- 
able cancer. One patient with inoperable cancer of the esophagus showed a 
marked improvement in general condition which continued after three months 
of tuberculin therapy. Another patient also showed unexpected improvement. 
Dabney theorized that the campaigns against tuberculosis had caused the 
diminution of one of nature’s bulwarks, the lymphocyte, and thus had increased 
the liability to cancer. Unfortunately, no further follow-up was undertaken, so 
the final outcome of this form of therapy is unknown. 

Didot (28) stated that there were incontestable facts that indicated the an- 
tagonism between cancer and syphilis. He based his theory on the different sex 
and age distributions among syphilitic patients as compared with carcinomatous 
patients. According to Didot, since the incidence of cancer was in reverse ratio 
to the incidence of syphilis, this indicated real antagonism. He believed that 
carcinoma of the uterus was extremely rare among prostitutes. 

Didot suggested the artificial production of syphilis as a means of combating 
cancer. In a discussion of Didot’s paper, 2 cases were reported by Boulvin (29); 
in one, syphilization did not prevent the subsequent development of cancer; 
in the other, though syphilization modified the cancer, it did not cure it. In the 
latter case, after the syphilis responded to treatment, the cancer of the breast 
(which had regressed slightly) resumed its previous florid appearance. 

Verneuil (30) also discussed the influence of syphilis on the course of cancer. 
He mentioned a case of breast cancer of one year’s duration, which had progressed 
slowly until the patient contracted syphilis. This complication apparently 
hastened generalization of the disease. Verneuil did not consider this result as 
necessarily a bad one, since the patient did not suffer any pain, whereas patients 
in this stage usually suffer a great deal of pain. Verneuil added that he had ob- 
served in many cases that syphilis greatly ameliorates the pain associated with 
various neoplasms. 

Williams (31), in considering the influence of other diseases on cancer, noted 
the extreme rarity of syphilis in cancer patients (none in 165 women with breast 
cancer, and only 1 case among 160 women with uterine cancer). He concluded 
that patients with constitutional syphilis were much less prone to cancer than 
were nonsyphilitic patients. 

As to the coexistence of cancer and tuberculosis, at necropsy Williams found 
only 2 cases of tuberculosis among 136 cases of cancer, and another author 
found only 2 among 145 cases of cancer. He noted also that healed tuberculosis 
is found most frequently in association with cancer and that the outbreak of 


July 1960 THE EFFECT OF ONE DISEASE UPON ANOTHER 547 


cancer is often observed in association with the healing of pulmonary tuber- 
culosis. For an infection to be inhibitory to cancer, an acute attack of the in- 
fection must occur shortly before the onset of a cancer or during its course of 
malignant spread. He theorized that the apparent inhibitory action of syphilis 
on malignancy may be due to its recurring active phases. 

Williams noted the immunity of cancer patients from chronic ulcer of the leg, 
of which there was not a single instance in his group. This affection is ordinarily 
of common occurrence among middle-aged female patients. He stated that in 
the eighteenth century it was customary to establish ‘‘issues’’ on each of the 
limbs after removal of a cancer in order to prevent recurrence, and sometimes 
the wound was intentionally prevented from closing. 

According to Williams, a review of the statistics shows that cancer mortality 
is lowest where the struggle for existence is hardest, the conditions of life the 
most squalid, the mortality from tuberculosis the highest, and sanitation the 
poorest, that is, among the industrial classes in the cities. Among the well-to-do 
and among people in agricultural communities, cancer mortality is highest. 
The incidence of cancer is lowest among the populations of prisons, workhouses 
and lunatie asylums, highest in civilized communities, and practically unknown 
among savages. 

Whatever the effect, salutary or otherwise, of acute syphilis on carcinoma, it is 
well known that tertiary syphilis often exists along with cancer. Castigliano 
(82) noted that tertiary syphilis is the most common disease with which oral 
cancer is confused. However, almost always when tertiary syphilis is present in 
the oral cavity, the patient has an associated cancer. In a survey of 2,250 cases 
of oral lesions, only 9 cases of pure tertiary syphilis were found that were not 
associated with malignant disease. Nearly 30 per cent of patients with tongue 
cancer showed a positive reaction to the Wassermann test; this represents six 
to seven times the average incidence of syphilis in the white male population. 
Castigliano’s report refers to tertiary syphilis, the chronic indolent variety of the 
illness, and not to the florid active variety. 

In the older literature, it is stated that leprosy in some manner protects against 
cancer. Munch-Soegaard (33) found cancer to be a rare cause of death in Nor- 
wegian leprosaria. Among persons about 40 years of age, 1.2 per cent of males 
and 1.8 per cent of females died of cancer, in contrast to rates of 5.1 per cent 
and 8.5 per cent respectively in the general population. This claim was supported 
by Bjarnhjedensson (34), who corresponded with leprologists from all parts of 
the world and used this information in his study. However, more recent work 
has shown that the death rate from cancer is almost the same among leprosarium 
patients as among patients in an associated general hospital (35). There are 
many case reports concerning leprosy and cancer in the same lesion. Waaler 
(35) mentions a patient with a basal-cell cancer in an old leprous lesion. 

Bonar and Rabson (36) reported the first definitely proven case of gynecologi- 
cal leprosy at the National Leprosarium at Carville, Louisana. The patient 
was a 38-year-old primipara who had the lepromatous form of leprosy, with 
Sears, ulcerations, and gauntlet and fifth cranial nerve anesthesia. There was a 
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bleeding granular area on the cervix. Skin biopsy revealed massive numbers of 
leprosy bacilli. In sections of the cervical biopsy specimen the subepithelial 
tissues were seen to be infiltrated by lymphocytes, plasma cells and macrophages. 
Inflammation was most marked in the cervical stroma. In certain sections there 
were a few groups of acid-fast bacilli resembling Mycobacterium leprae. Most, 
of these organisms were within macrophages. The stratified squamous epithelium 
of the ectocervix showed changes characteristic of an intra-epithelial carcinoma, 
and there was extension into the glands. Thus carcinoma and leprosy existed 
together in the same specimen. 


COMMENT 


The treatment of advanced carcinoma and sarcoma with Coley’s toxins is 
still going on in one of the major New York City hospitals and elsewhere through- 
out the world, under the sponsorship of the New York Cancer Research Institute. 
The treatment of cancer with injections of tuberculin or some other product of 
the tubercle bacillus would seem to merit further study. The decline in mortality 
from tuberculosis and the sharp rise in mortality from lung cancer has resulted 
in a “crossing of the curves” (37). This does not necessarily mean that the decline 
of one disease is causally related to the accelerated rise of the other, but it is a 
factor that calls for proper evaluation. The effects of syphilis, malaria and leprosy 
on patients with cancer are merely of historical interest. 


Acknowledgment 


The help of Mrs. Helen C. Nauts of the New York Cancer Research Institute is gratefully 
acknowledged for supplying comprehensive translations of the articles in foreign languages. 


REFERENCES 


1. Hencu, P. S.: a) Analgesia accompanying hepatitis and jaundice in cases of chronic 

arthritis, fibrositis and sciatic pain, Proc. Staff Meet., Mayo Clin. 8: 430, 1933. 
Hencu, P. 8.; Kenpauu, E. C.; Stocums, C. H., anp Pouuegy, H. F.: The effect of a 
hormone of the adrenal cortex (17-hydroxy-11-dehydrocorticosterone—compound E) 
and of pituitary adrenocorticotropic hormone on rheumatoid arthritis; preliminary 
report, Proc. Staff Meet., Mayo Clin. 24: 181, 1949. 

2. Fayet, A.: De l’influence salutaire des maladies aigues sur les maladies chroniques. 
These de Paris, 1809 (#43). 

3. Sapatrer, J. C.: Propositions sur l’érysipéle considére principalement comme moyen 
curatif dans les affections cutanées chroniques précédées de quelques generalites sur 
la pathologie cutanée et |’influence souvant avantageuse des maladies intercurrentes. 
Thése de Paris, 1831, (#209). 

4. Couuts, M. H.: On the Diagnosis and Treatment of Cancer and Tumors Analagous to 
It. London, J. Churchill Sons, 1864. 

5. CHAMPOUILLION, J.: De l’erysipéle dit salutaire, Mem. de Med., Chir. et Pharm. Milit, 
23: 330, 1896. 

6. Buscu, W.: Ueber den Einfluss welchen heftigere Erysipeln zuweilen auf organisierte 
Neubildungen ausiiben, Verhandl. d. Naturh. Ver. d. preuse., Rheinl. u. Westphal. (Bonn) 
23: 28, 1866. 

7. Ricorp aANp Despres, quoted by Tillmans, H.: Der curative Einfluss des Erysipeles 
(Brysipele salutaire der Franzosen), in Deutsche Chirurgie, ed. by Billroth et al. Stutt- 
gart, F. Enke, 1880. 


July (960 THE EFFECT OF ONE DISEASE UPON ANOTHER 549 


SS & BSB 


. Feu Letsen: Die Etiologie der Erysipele. Berlin, Th. Fischer, 1883. 
. Cotey, W. B.: A preliminary note on the treatment of inoperable sarcoma by the toxic 


products of erysipelas, Post-Graduate 8: 278, 1893. 


. Rocer, G. H.: Contribution a l'étude expérimentale du streptocoque de lérysipele, 


Rev. de Méd. 12: 929, 1892. 


. Nauts, H. C.; Swirr, W. E., anp Coxey, B. L.: The treatment of malignant tumors by 


bacterial toxins, as developed by the late William B. Coley, M.D., reviewed in the light 
of modern research, Cancer Res. 6: 205, 1946. 


. Spronex, C. H. H.: Tumeures malignes et maladies infectieuses, Ann. Inst. Pasteur 6: 


683, 1892. 


. Mourn, C. W. M.: The treatment of sarcoma and carcimoma by injections of mixed 


toxins. London, John Bale, Sons and Danielsson, 1898. 


. Fiscner, F.: Ueber das plotzliche Verschwinden von Tumoren, Deutsche Zischr. f. Chir. 


12: 60, 1880. 


. Loerrier, F.: Einer neue Behandlungs methode des Karcinoms, Deutsche med. 


Wehnschr. 27: 725, 1901. 


. Rupour, G. R. A. pe M.: Therapeutic Malaria. London, Humphrey Milford, 1927. 
. Rovieut, A.: Krebs und Malaria, Zischr. f. Krebsforsch. 1: 165, 1903-1904. 
. Neumann, A. E.: Zur Frage der Malariabehandlung des Krebs, Therap. Monatschrift 


16: 252, 1902. 


. Jovin, J.: Cancer et paludisme. Congresso Internationale de lucha Cientifica y Social 


Contra el Cancer. Madrid 1933, vol. 3, p. 170. 


. Krerrer, C. F.: Malignant disease and malaria, with reference to their supposed antag- 


onism, Med. Res. 71: 678, 1907. 


. Roxrransky, quoted by Peart R.: Cancer and tuberculosis, Am. J. Hygeine 9: 97, 


1929 


. HeERXHEIMER, quoted by Peart, R.: Jbid. 
. McCaskey, G. W.: The clinical association of cancer and tuberculosis with report of a 


case, Am. J. Med. Sc. 124: 97, 1902. 


. OerTEL, H.: On the relative local influence of coexisting tuberculosis inflammation and 


cancer of the lung, J. Med. Research 25: 503, 1912. 


. CenTANnt, E., aNp Rezzest, F.: Etude expérimentale sur l’antagonisme entre la tuber- 


culosi et le cancer, Neoplasmes 5: 211, 1926. 


. Peart, R.: Cancer and tuberculosis, Am. J. Hygiene 9: 97, 1929. 
. Dasney, W. M.: Tuberculosis and cancer. A possible explanation of the long discussed 


question of their mutual antagonism with the suggestion of the use of tuberculin for the 
prevention of recurrence of cancer, Med. Rec. 90: 804, 1916. 


. Dinor, A.: Prophylaxie du cancer par la syphilization, Presse méd. 4: 117 and 143, 1852. 
. Boutvin: Quoted in discussion of Didot (28). 
. VeRNEUIL: Influence de la syphilis sur la marche du cancer, J. méd. et chir. prat. (Paris) 


54: 398, 1883. 


. WituiaMs, W. R.: The influence of other diseases upon cancer, Edinburgh M. J. 4: 334, 


1898. 


. CastiG.iaNno, 8S. G.: Syphilis and oral cancer, Ann. Otol., Rhin. & Laryng. 64: 608, 1955. 
. Muncu-SorGaarp quoted by WaaueR, E.: Leprosy and cancer, Internat. J. Leprosy 


22: 200, 1957. 


. BJARNHJEDENSSON quoted by F.: Ibid. 
. Waater, E.: Leprosy and cancer, Infernat. J. Leprosy 22: 200, 1957. 
. Bonar, B. E., anv Rasson, A. S.: Gynecologic aspects of leprosy, Obst. & Gynec. 9: 


33, 1957. 


. Kurka, E., aNp Brestow, L.: The crossing of the curves: tuberculosis and lung cancer, 


Tuberculosis Abstracts 30: 1, 1957. 


9 

16 
17 
18 

20 

2 

32 
33 

34 
35 
36 


THE ROUTINE USE OF TOLBUTAMIDE IN UNSELECTED 
PATIENTS IN A LARGE DIABETIC 
OUTPATIENT CLINIC 


ARTHUR M. PARKER, M.D. ann LOUIS GITZELTER, M.D. 
The Diabetic Clinic of the Kings County Medical Center, Brooklyn, N. Y. 


In view of the fact that sulfonylurea compounds in general and tolbutamide 
(Orinase) in particular have been studied thoroughly by many investigators 
and have been in widespread use by numerous clinics, hospitals and private 
practitioners since 1955, it would be superfluous merely to add a few more cases 
to the large number already documented (1-5). The purpose of this report is 
to present, in brief, our routine experiences with tolbutamide in the treatment 
of a heterogeneous, unselected diabetic clinic population in one of the largest 
city hospitals in the United States. 

As with a group of patients studied at another New York City hospital of 
moderate size (6), our aim is to control the diabetic state and keep the patients 
as free of symptoms as possible in the least complicated fashion. The objective 
is simplicity, safety and efficiency compatible with a minimum load of laboratory 
work, so as not to tax the limit of the diagnostic facilities. Both the constant 
population of the clinic and the new influx of patients is extremely large at 
Kings County Hospital. Groups of 90 to 125 patients at a session must be taken 
care of at intervals ranging from once a week to once in six months. Because 
the diabetes clinic meets only twice a week, appointments for return visits are 
made for the maximal interval compatible with control of the diabetic state 
in the more stable patients. In this way, more time can be allotted to new patients 
as well as to the more difficult cases. 

Many of the patients are indigent, and a large number of them are supported 
by the Welfare Department of the City of New York. The majority are foreign- 
born and do not speak English, making communication difficult in many cases. 
A number are uncooperative for one reason or another and do not return for 
follow-up study. Others misinterpret or do not follow instructions even when 
written or printed, make mistakes in insulin dosage, and neglect taking the 
medication. In addition, some patients because of failing vision, senility, various 
infirmities, and poor mental status take the incorrect amount of insulin or are 
confused as to its unit strength. Many do not follow their prescribed diets. Some 
will not take insulin because they fear injections. For these reasons, an effective 
oral preparation with a minimum of side-effects is a most welcome addition to 
the therapy of diabetes. 

Although our own experience with tolbutamide has demonstrated its com- 
parative safety and freedom from toxicity, we are aware of reports of untoward 
effects (7-9). The small number of such reports indicates that side-effects are 
so few that they should not be a deterrent factor in the use of this drug. 
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TABLE 1 
Age of Patients and Sex Distribution 
Age Group (yrs.) 
Sex 
10-19 | 20-29 30-39 40-49 50-59 60-69 70-79 80-89 
M 0 1 2 14 20 33 17 1 
F 1 2 7 34 45 64 31 3 


CLINICAL MATERIAL AND METHODS 


Two hundred and seventy-five patients were studied; 187 were females and 88 were males. 
The range of age was from the second to the ninth decades (Table 1). Some patients were 
selected in accordance with the clinical criteria established in other studies on re- 
sponsiveness to sulfonylureas. However, Orinase was also prescribed indiscriminately for 
all patients who requested an oral drug, for those who refused to take insulin unless they 
were acidotic, and for those who did not present glaringly obvious contraindications. The 
latter group included some younger juvenile diabetics, some patients in whom the diabetes 
was poorly controlled, and some others who would not ordinarily be considered candidates 
for Orinase therapy. Admittedly, therefore, our group was not ideal according to 
the accepted criteria (1). 

Each patient was given printed directions describing our standard regimen, which is as 
follows: Orinase, 3 Gm. on the first day in three fractional doses, 2 Gm. on the second day 
in two doses, and 1 Gm. daily in the morning thereafter. If the patient had been taking 20 
units or less of insulin before starting Orinase, he was instructed to stop all insulin on the 
day Orinase was begun. If the patient had been maintained with 25 units of insulin or more, 
the insulin was reduced over a period of two to four days, while Orinase was taken. (A few 
patients were treated with a combination of insulin and Orinase and are included in the 
results.) The maintenance dosage ranged from 0.25 Gm. (half a tablet) to 3.00 Gm. 
(6 tablets) daily and was changed, if necessary, according to the results of the follow-up 
examination. 

The patient’s progress was evaluated by daily records (when the patient was capable) of 
urinary reducing substances, urinalysis of a specimen obtained at the time of taking a blood 
sample, determinations of the fasting blood sugar level, the subjective symptoms, the 
weight, and the outward signs at the time of the clinic interview. The patients were also 
checked by liver function tests, blood counts and blood chemical determinations before 
and after instituting Orinase, as well as by more thorough physical examinations when in- 
dicated. Diets were not changed during the period of Orinase therapy and were kept at the 
previous caloric level unless the diet was being prepared for a new patient; in the latter case 
a diet was prescribed in accordance with the patient’s weight and caloric needs, as when 
based on an insulin regimen. 

Should the patient have any difficulty with Orinase, or should the diabetes get out of con- 
trol, he was instructed to come to our medical clinie which meets twice daily. If this were 
not possible (on a week-end, for example) the patient was instructed to return to his original 
regimen and then to come to the clinic, which meets on Monday. If an urgent problem arose 
at any time, the patient could report to the emergency room or call an ambulance for hos- 
Pitalization. In effect, the only change in the patient’s routine was in the medication and in 
more thorough initial laboratory examination. 


RESULTS 


Among these 275 patients, the lack of toxic effects from Orinase was impressive. 
No patients lost to follow-up returned to be hospitalized for toxic reactions or 
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TABLE 2 
Age of Patients at Onset of Diabetes 
Age Group (yrs.) 
Sex Total 


10-19 20-29 30-39 | 40-49. | 50-59 60-69 70-79 80-89 


M 0 1 7 
F 


2 6 23 56 58 34 8 1 187 


aE 27 7 0 88 


side-effects, and all the others who were faithful about their appointments 
showed a minimum of untoward results. 

The range of age at the onset of diabetes in the 275 patients was from the 
second to the ninth decade (Table 2). 

The extent of control of diabetes was judged by the urinalysis findings, the 
average level of fasting blood sugar, and the clinical symptoms. The results 
with Orinase were classified as follows: 

Excellent—average fasting blood sugar level (I°BS), 80-120 mg. per 100 ml. 

(Folin-Wu method), with no glycosuria. 

Good—FBS, 125-150 mg. per 100 ml., with no glycosuria. 

Fair—FBS, 151-200 mg. per 100 ml., with a maximum 0.5 per cent urinary 

sugar and no clinical symptoms. 

Failure—F BS, over 200 mg. per 100 ml., regardless of symptoms. 

Twenty-three patients did not return for follow-up, so the results could not 
be properly classified; before being lost to the clinic, 4 cases did not respond to 
Orinase (failures), in 1 there was good control, and in 3 fair control. Nothing is 
known about the effects of Orinase in 15 cases. Over-all, in 162 patients showing 
favorable results, excellent control was obtained in 33, good control in 61, and 
fair control in 68. 

Ninety-eight cases were considered to be failures. Insulin was subsequently 
resumed in these cases, although some were first given a trial with other oral 
preparations. Of the 98 failures (Table 3), 84 were primary (7.e., the patient did 
not respond from the outset to adequate dosage of Orinase) and 14 were sec- 
ondary (i.e., the patient responded well at first but poorly later, although the 
dosage was increased and the diet reappraised). Thus the proportion of primary 
failures was 30.5 per cent, and of secondary failures 5.1 per cent, for a total of 
35.6 per cent. 

The rate of failure was higher in females than in males (39.0 and 29.5 per cent, 
respectively), and higher in the young-at-onset group (onset of diabetes before 


TABLE 3 
Failures with Tolbutamide Therapy 
In Males In Females Total Percentage 
21 63 84 30.5 


4 10 14 5.1 


July 1960 ROUTINE USE OF TOLBUTAMIDE 553 


TABLE 4 
Age of Patient at Onset of Diabetes in Unsuccessful Cases 
Age Group (yrs.) 
| Total 
| 10-19 | 20-29 | 30-39 | 4049 | 50-59 | 60-69 | 70-79 | 80-89 | 
— 
Primary | | | 
M 4 7 5 | 5 | 21 
F | 2 3 12 21 | | 63 
Secondary 
M 0 0 0 0 | 4 oO 4 
F | O | O 0 5 10 


the age of 40) than in the mature-at-onset group. Among 39 patients in whom 
diabetes appeared before the age of 40, there were 21 failures of Orinase therapy 
—all primary (Table 4). In 16 of the younger group the disease was controlled, 
results being excellent in 2, good in 4, and fair in 10. Two patients did not return 
for follow-up. Thus the over-all proportion of failures was 56 per cent in this 
group. 

Side-effects were minimal and in no instance severe enough for hospitaliza- 
tion. The following side-effects were noted: dizziness in 7 cases, mild hypochromic 
anemia in 2, headaches in 2, liver damage in 1, weight loss without other evidence 
of failure in 1, nausea in 1, rash in 1, epistaxis in 1, and heartburn in 1. 

The case of liver damage was diagnosed by the development of positive re- 
actions to liver function tests during tolbutamide therapy. There had been no 
evidence of liver disease before therapy. Control of the diabetes was good in 
this patient, but tolbutamide was discontinued. Eventually the results of liver 
functions tests became normal. One of the 2 cases of hypochromic anemia showed 
evidence of intrinsic renal disease, diagnosed as chronic nephrosclerosis in a late 
stage ; however, tolbutamide was discontinued in both cases. Two of the 7 patients 
who complained of dizziness-discontinued the tablets on their own initiative; 
all 7 were more than 55 years of age. In the case of epistaxis, the bleeding first 
occurred during tolbutamide therapy and stopped when the drug was 
discontinued. 

A case was also classified as a failure if hyperglycemia and glycosuria increased 
in spite of raising the dosage of tolbutamide to 4 or 6 tablets daily. In such cases 
the average level of fasting blood sugar was over 200 mg. per 100 ml. Tolbutamide 
was discontinued and another regimen was started. 

In some instances the dosage had to be changed according to the response, as 
is done with insulin. However, the majority of the patients were maintained 
with 1 gram of tolbutamide (Orinase) daily. 


COMMENT 
Because several patients in this study group did not cooperate, some of the 
poor results can be attributed to improper dietary habits and to failure to take 
the medication as prescribed. Our failure rate was higher than that of O'Donovan 
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(4), who reported failure in 32.7 per cent of 9,168 cases (44.4 per cent when the 
onset of diabetes was before the age of 40, and 20.1 per cent when onset was 
after the age of 40). Our corresponding rates were, respectively, 35.6 per cent, 
56.0 per cent and 26.6 per cent. 

The low toxicity was gratifying, especially since a number of patients did 
not return to the clinic and may still be taking Orinase without supervision. 
The use of this oral preparation has been of tremendous benefit to our blind, 
aged and otherwise disabled patients. The emotional relief involved in the elim- 
ination of daily injections made many of the patients feel better, and may have 
colored their reports in the clinic interview in spite of evidence of unsatisfactory 
results. Therefore, tolbutamide patients were given more frequent appointments 
at the clinic as compared to patients who were well controlled with insulin. 
The ‘tolbutamide response test”? was not utilized in this series. However, there 
was no evidence of severe hypoglycemia in any case. Our experience, like that of 
others, has been that in a far-from-ideal environment and a difficult group of 
patients, tolbutamide is an effective and safe agent. At present it is useful at 
least in the treatment of most cases of diabetes of late onset, and a few cases 
in the juvenile group. In a city hospital clinic such as ours, the transfer from 
insulin therapy can be accomplished with ease, or Orinase therapy can be in- 
stituted from the outset. 


SUMMARY 


Experiences with the use of oral tolbutamide in a large diabetic clinic of a 
municipal hospital are reported. The study involved 275 patients of various 
ages, extractions and states of disability. The degrees of cooperation varied 
widely. The results show that regardless of the lack of universal success in the 
control of the diabetic state, tolbutamide is relatively safe and effective, and 
therefore has a place in difficult outpatient diabetic management. However, 
since the drug has been reported as not completely nontoxic and the initial 
response unpredictable unless the tolerance is tested, the patients initially should 
be under closer observation than are patients initially treated with insulin. 

In our series the over-all failure rate was 35.6 per cent, which is slightly higher 
than the general average. This was attributed to the fact that our patients were 
not strictly selected according to established criteria and were a more uncoopera- 
tive group than in some other series. 

If there is a choice between insulin and tolbutamide therapy in the type of 
diabetic patient described, tolbutamide is far more convenient for both patient 
and physician, and the patient is more apt to cooperate with the physician’s 
instructions. 
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SUBSTERNAL ADENOMAS OF THE THYROID IN 
OLDER PATIENTS 


ALBERT BEHREND, M.D.* 


Surgical Service, Albert Einstein Medical Center, and Germantown Hospital, 
Philadelphia, Pennsylvania 


Large benign adenomas of the thyroid gland may grow substernally or behind 
the trachea and interfere with vital functions. Occasionally this interference is 
sufficient to endanger the life of the host. Such a tumor is outwardly less spec- 
tacular than a huge mass bulging between chin and sternum, but is potentially 
more dangerous. The fact that growth is ‘tinward” increases the hazard. Often 
the patient is unaware of its presence. Substernal goiters may evade detection 
on physical examination. 


SYMPTOMS 


The rigid boundaries of the thoracic inlet allow a relatively small area for 
expansion before 2 growth produces symptoms. Outward manifestations of 
substernal growth are often absent. Dyspnea may be caused by displacement 
or narrowing of the trachea. There is said to be danger of collapse of the carti- 
laginous rings from pressure, although I have never seen it. Partial or complete 
paresis of one or both vocal cords by pressure on the recurrent laryngeal nerves 
may add to respiratory difficulty, and produce hoarseness or change of voice. 
Edema of the epiglottis may also add to the respiratory difficulty. Dysphagia, 
especially when eating solid food, may be due to pressure on, or displacement of, 
the esophagus. Generalized weakness and mental abnormalities may result from 
chronic hypoxia. Sudden enlargement of a pre-existing adenoma is almost always 
secondary to hemorrhage in a cyst. This hemorrhage is usually self-limited, 
since the build-up of pressure within the cyst acts as a tampon. If the cyst is 
large, however, the swelling can reach alarming proportions, and may occa- 
sionally require emergency tracheotomy. 


DIAGNOSIS 


Substernal extension of a thyroid adenoma is suspected when any of the fore- 
going symptoms are found in conjunction with a tumor of the neck that moves 
with swallowing. When the growth is entirely occult, the diagnosis is suggested 
if a widened area of mediastinal dullness is found on percussion. A most valuable 
aid is the roentgenographic examination, which should be made with and without 
a swallow of barium. Both postero-anterior and lateral views should be obtained. 
When adenomas are nontoxic, the serum protein-bound iodine level and the 
basal metabolic rate are approximately normal. A scintogram following a tracer 
dose of I'* will often be rewarding, as it graphically outlines the substernal 
extension. 


* Address: 255 South 17th Street, Philadelphia 3, Pa. 
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TREATMENT 


Treatment requires surgical removal of all or part of the affected thyroid lobe. 
Usually the enlargement that is producing symptoms is confined to one lobe, 
although sometimes both lobes may be involved. If one lobe is affected, it should 
be totally removed. When both lobes are enlarged, lobectomy and removal of the 
isthmus should be performed under intratracheal anesthesia on the side of 
greatest enlargement, and subtotal resection on the opposite side. Adequate 
exposure is most important and usually demands division of the strap muscles. 
Even extremely large substernal adenomas are readily delivered into the neck. 
The index finger is introduced between the gland and the unyielding sternum 
and clavicle and swept around the lower margin of the gland. This will introduce 
some air and break the negative pressure between the thyroid tissue and the 
dome of the pleura with which the thyroid is in intimate contact. Care must be 
exercised not to puncture the pleura, which will often bulge into the field as 
gentle traction delivers the tumor. Bleeding is seldom to be feared since aberrant 
vessels are rare. The blood supply is derived from the superior and inferior 
thyroid arteries. The recurrent laryngeal nerves should always be identified. 
Usually this is readily accomplished, since the adenoma will have displaced the 
nerve posteriorly. The exception to this rule is the adenoma which has enlarged 
behind and around the trachea and may envelop the nerve. When the lobe has 
been delivered, the middle thyroid vein and the superior pole are clamped, 
divided and ligated. The inferior thyroid artery is ligated in continuity, and not 
divided. This is an added safeguard in preventing postoperative bleeding. After 
reconstruction of the neck muscles, a small drain may be inserted to prevent 
accumulation of fluid in the space left by removal of the gland. However, we have 
been using drains less and less in recent years. 


CASE REPORTS 


The following 3 cases are of interest because the presenting symptoms were 
somewhat different in each. The surgical treatment, and the laboratory, roent- 
genographic and pathologic findings were virtually the same, however. It may 
be significant that all 3 patients were between 60 and 80 years of age. 


Case 1 


Mrs. A. E., aged 65, was admitted to the service of Dr. Raymond Katzen at Germantown 
Hospital, August 9, 1957. The chief complaint was profound weakness, pain in the right 
chest, and productive cough. Physical examination revealed a moderately obese patient 
confined to bed by weakness and shortness of breath, but examination of the heart and lungs 
furnished no clue to the cause. There was no peripheral edema and the electrocardiogram 
was normal. Palpation of the neck during swallowing failed to demonstrate a tumor. The 
blood count was normal, the urine was normal, and the serologic findings were negative. The 
serum cholesterol level was 131 mg. per 100 ml. However, a chest roentgenogram demon- 
strated a large goiter extending into the chest, narrowing the air-way and deviating both 
the trachea and the esophagus (Fig. 1). Calcification in the thyroid suggested adenomatous 
changes and possibly carcinoma. 

While the patient was undergoing routine studies, she had several episodes of paroxys- 
mal dyspnea. On two occasions these were so severe that emergency tracheotomy was con- 
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Fic. 1. Case 1. Demonstrating substernal goiter with compression and displacement of 
the trachea and esophagus. 


sidered by the house staff. The patient was seen in surgical consultation and a bilateral 
subtotal thyroidectomy was performed on August 27 under intratracheal anesthesia. A 
large substernal adenomatous goiter was found. The greatest enlargement involved the 
left lobe which also extended retrotracheally. 


The specimen measured 9 x 8 x 4 em. and the pathologist’s diagnosis was ‘“‘colloid adeno- 


mata. 

Postoperatively, recovery was slow. Oxygen therapy was needed for forty-eight hours. 
The patient was lethargic and temporarily disoriented. Not until two weeks after operation 
did appetite return, as well as interest in friends and environment. However, by the time of 
discharge on September 22, improvement was remarkable. The patient has returned to work 
in an electronics plant. 

Comment. This occult substernal thyroid adenoma caused sufficient tracheal compression 
to result in chronic hypoxia, as reflected by preoperative weakness and dyspnea. Postop- 
eratively there was a temporary psychotic episode from which the patient recovered com- 
pletely. 


Case 2 


Mrs. M. F., aged 60, was admitted to the service of Dr. Beatrice Pearlstine at Albert 
Einstein Medical Center, Northern Division, on August 18, 1959. A small adenoma of the 
left thyroid lobe had been present for years. Six weeks prior to admission, while driving to 4 
nearby city, she noticed that the left side of her neck was swelling. She stopped her car at the 
side of the road and, using the rear-view mirror, was able to see the enlargement occur. 
Breathing and swallowing became difficult, but in time she was able to turn the car about 
and proceed to her home. She called her physician, who promptly admitted her to the hos- 
pital. The physical findings were confirmed. The adenoma had enlarged to a spectacular 
degree. The temperature on admission was 102°F. With sedation and ice packs the swelling 
resolved gradually, but far from completely. The serum protein-bound iodine level was 11 
micrograms per 100 ml. Studies with I'*' revealed no uptake by the tumor. Roentgenographic 
examination showed deviation of the trachea to the right, suggesting the presence of a sub- 
sternal thyroid. The patient was discharged for personal reasons and was readmitted August 
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18, 1959. Operation the following day under intratracheal anesthesia disclosed a large left 
thyroid lobe, partially substernal. A total lobectomy was performed. The left lobe weighed 
55 Gm. and measured 6.5 x 5 x 4.em. The right lobe was normal and was not disturbed. The. 
pathologist’s diagnosis was ‘“‘colloid adenoma with hemorrhage and fibrosis.’’ Convalesence 
was uneventful and the patient was discharged on August 22. 

Comment. This case demonstrates the alarming sequelae of sudden hemorrhage into a 
pre-existing adenoma, with resultant pressure on the trachea. Hemorrhage usually occurs in 
cystic adenomas, and is self-limited because of the tamponade effect. Although it is the most 
common cause of sudden thyroid enlargement it is seldom severe enough to cause respira- 
tory embarrassment. 


Case 3 


W. R., an 80-year old obese male, was admitted to Albert Einstein Medical Center, 
Northern Division, on September 19, 1959 (service of Doctor Carl Stamm). In December 
1958 he had noticed a tumor in the midline of the neck, just above the sternal notch. Five 
weeks prior to admission he had consulted his physician because of cough, a sensation of 
pressure in the throat, and hoarseness. Examination revealed edema of the epiglottis and a 
possibility of neoplasm involving the left ventricular band. Movement of both vocal cords 
was limited. No tumor was seen on direct laryngoscopy. Roentgenographic examination 
showed displacement of the trachea to the left and a large substernal goiter (Fig. 2). Lab- 
oratory and electrocardiographic findings were normal and operation was performed on 
September 24 under intratracheal anesthesia. Both lobes of the thyroid were enlarged but 
the greatest enlargement involved the right lobe and isthmus. The right lobe was almost 
entirely substernal; the midline palpable tumor arose from the isthmus. The operation con- 
sisted of right lobectomy with removal of the isthmus, and subtotal left lobectomy. The 


Fig. 2. Case 3. Demonstrating substernal goiter and tracheal deviation 
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specimen weighed 90 Gm., and measured 8 x 5 x 4 cm. on the right and 4 x 3 x 2 em. on the 
left. The pathologist’s diagnosis was “multiple colloid and follicular adenomata.”’ Con- 
valescence was uneventful and the patient was discharged September 28. 

Comment. This case is of interest because the edema produced by the substernal thyroid 
suggested a malignant growth of the epiglottis. Paresis of the vocal cords was also noted 
preoperatively, secondary to pressure on the recurrent nerves. The palpable “sentinel” 
isthmus suggested the need for the roentgenographic examination which disclosed the cause 
of the symptoms. 


SUMMARY 


Attention has been directed to the importance of benign adenomatous enlarge- 
ment of the thyroid gland in older persons. The substernal or retrotracheal 
extension of such a tumor may be occult and unsuspected, and may be the cause 
of generalized weakness, dyspnea, dysphagia and paresis of the vocal cords. 
Hemorrhage into an adenoma may be alarmingly sudden. Advanced age is no 
contraindication to surgical treatment, which may be imperative since older 
patients tolerate chronic hypoxia poorly. 


TREATING THE PATIENT AS A BIO-PSYCHO-SOCIAL ENTITY 
ANTHONY R. TORTORA, M.D.* 
Brooklyn, New York 


In all phases of medicine, the physician must be alert to the basic fact that 
human beings are endowed with a variable emotional complex which is an inte- 
gral part of their physiologic functioning. This complex accounts for much of 
the patient’s reaction to the physician, modified by such factors as sensitivity 
and vulnerability. Thus it must be kept in mind that human relationships are 
important in every aspect of medicine. 

The physician is constantly involved in personal relationships. Therefore it is 
essential that he know himself, so that he may understand his patients instead 
of merely reacting to them. 

This article is not intended to make a psychologist of the active practicing 
physician. It is presented in the hope that it will increase his understanding of 
the patient as a human being, thereby extending the range of his usefulness to 
the patient and adding to his own satisfactions. 

The physician should have an inkling of the motivating forces that prompt 
patients to behave the way they do. The real objective is to give the physician 
an insight into the vagaries of human behavior; once the physician knows why 
patients act and react the way they do, then the chances of an ideal doctor- 
patient relationship will be enhanced. 


PSYCHOLOGIC FACTORS IN BEHAVIOR 


Life is a continuous process, with the result that aging becomes inevitable 
along with its physiologic, chemical, anatomic and psychologic changes. Physi- 
cally, aging manifests itself by a steady and progressive decline in all functions. 
The mind is an ethereal, intangible factor which can be approached only through 
psychologic means, by influencing the patient through precept and discussion. 
Physiology includes all functions and therefore includes the function of the brain. 
Since all mental function relies on cerebral function, the brain is the organ of 
the mind and all psychology is cerebral physiology (1). 

Aging involves progressive senescent changes which manifest themselves at 
different age levels and in separate organ systems. These changes include gradual 
impairment of “homeostasis,” cellular atrophy and degeneration of the nervous 
system, and disturbances in cell growth and tissue reparation. As general cortical 
function diminishes, perception decreases. As intellectual interest wanes, in- 
stinctive interests become relatively prominent (2). 

Psychology can be defined as the science of the behavior of living things. It 
teaches us to foresee and modify events in consciousness. We must look to psy- 


chology if we are to avert baneful psychologic phenomena and enhance human 
comfort. 


* Assistant Attending Physician, Coney Island Hospital, Brooklyn, New York. 
Address: 8303 Fourth Avenue, Brooklyn 9, New York. 
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Our world of perceptible objects can be divided into 2 main classes: a) inert 
things, the motions and changes of which appear to be determined according to 
mechanical laws, and 6) living things which act or exhibit behavior (3). For 
example, place a golf ball on a tee. It remains motionless and will continue to 
remain so if no force be applied to it. Strike it with a club in any direction, and 
its movement in that direction persists until its momentum in that direction js 
exhausted, or until it is deflected by some resistance; the ball then will follow a 
new path, mechanically determined. This is a type of mechanical movement. 

Contrast this phenomenon with that of the behavior of a living thing from 
the middle region of the scale of complexity. Take a timid animal, such as a 
rabbit, from its hole and place it upon the grass-plot. Instead of remaining at 
rest, it runs back to its hole; pull it in any direction and as soon as it is released, 
it turns back toward the hole. If an obstacle is placed in its path, it seeks to 
circumvent or surmount the obstacle, restlessly persisting until it reaches its 
end or until it is exhausted. To cite an example higher in the scale of complexity, 
consider a dog taken away from its home and confined at some distant place. 
No matter how well it is treated, it remains restless, trying desperately to escape 
and perhaps refusing food and wasting away. When unleashed, the dog runs 
for home (4). 

An example in upper scale of behavior is the human being. Take the case of a 
man who loves his homeland, but accepts a position in a foreign country in 
order to make a living. There he works faithfully and diligently but always with 
one aim, that is, to save enough money and return to his native land. This is 
the prime motive of all his behavior, to which all other motives are subordinated. 
These considerations clearly show behavioral patterns. 

Self-analysis, self-observation and introspection should teach us self-control 
and should enable us to understand ourselves, our shortcomings, our prejudices 
and our prides. In the light of this understanding, we should rationalize our 
existence and especially our social relations in a way that would otherwise be 
impossible. 

Self-observation leads to valuable knowledge of one’s self; this is the core of 
psychoanalysis. This self-awareness and understanding enables us to know other 
persons. Indeed self-knowledge is the essential condition of comprehending other 
humans. At every turn in life’s pathway and in every walk of life, we are com- 
pelled to adapt ourselves to the thoughts, feelings and purposes of other 
persons (5). 

How can we intelligently deal with our patients if we are oblivious to our own 
mental idiosyncrasies? How can we sympathize with sorrow or joy when we have 
known neither of these experiences? We must be able to imagine ourselves in 
the thick of this or that, in order to adjust our behavior to the situation; and 
by the same token, we must be able to project ourselves into the experiences of 
our patients in order to react appropriately (6-8). 

Without the qualities of sympathy and empathy the physician may only be a 
highly effective technician. Empathy is derived from the Greek ‘en pathos” 

(in suffering). The word empathy is modeled after the word “sympathy” and 
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is u-ed with special references to esthetic experiences, such as “feeling oneself 
into’’ what is seen or contemplated (9). Empathy has a twofold meaning: 1) 
an identification with the patient, and 2) an awareness of one’s own feeling after 
the identification, and in this manner, an awareness of the object’s feeling. 

As an example of projection, there is the classic view that sympathy is identi- 
fied with the sufferer. Bob empathizes with Bill who suffered a heart attack, 
which actually means that Bob visualizes himself in Bill’s position so vividly 
that he experiences Bill’s fears and anxieties. Bob is able to place himself in 
Bill’s position, simply because he has had some similar experience or has also 
suffered a heart attack. Therefore, sympathy and empathy are a result of the 
association of ideas. One who experiences a certain incident can understand 
another person in the same predicament and so emotionally shares his suffering. 

Some people cannot refrain from crying when they see others cry, even when 
they do not know the cause. There is a tendency to feel alarm when a scream is 
heard. This phenomenon occurs even when the scream is a mere cry in the dark 
and unexplained. Corn-Becker et al. (10) have observed not only conditioned 
motor responses, but also conditioned sensations in the laboratory. 

For example, says McGill (11), if the word cross is repeatedly presented to 
subjects for ten seconds and is then followed by the exposure of the picture of a 
cross for four seconds, the subjects eventually see a dim cross when the word cross 
is presented without the picture. Such conditioning studies go far to explain 
common imitative behavior. The feeling of pain when one sees another in pain 
is no mystery. 


APPLICATIONS TO TREATMENT 


Treatment begins when the patient first sees the physician, for that is when 
the patient’s confidence in the doctor starts to develop, if he believes he has 
found a physician who is sympathetic and understanding, and who will take 
time to talk with him as well as to use professional knowledge to cure him or 
appease his troubled mind (12, 13). 

Human understanding depends on sympathetic insight. There is a great 
difference between the concepts of understanding as used by science and as used 
in establishing rapport between human beings. The scientific concept is only 
partly successful, since it deals with only certain aspects of the “‘total’’ patient. 
On the other hand, in personal relationships the person is considered as a “‘whole.”’ 
By sympathetic insight into the whole person we come in contact with the real 
human being. This is the essence of all meaningful human relationships. 

The patient must be made to feel that his situation is clearly understood. 
The physician should be an interested listener, not alone to the body but to 
the human being who has the body. By listening and by talking to the patient, 
the therapeutic effect is greatly advanced. Sincere interest inculcates confidence 
and allays anxiety. Equally reassuring to the fear-laden and anxiety-ridden 
patient is the feeling that the physician will not react unfavorably. It is im- 
portant that the physician clearly show concern by a close, kindly and under- 
Standing attention. It is not implied that the physician be submissive. On 
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the contrary, at times it may be necessary to be firm since firmness implies 
strength (14). 

If the physician is to occupy a position of trust and confidence, he should have 
an air of coolness and perception that will indicate command of the situation, 
for no one respects a submissive and completely yielding person. At this point 
the practitioner is placed in a position of power; such a position is the result of 
the patient regarding his physician as a father, and also of the fact that the 
physician has knowledge that he does not possess. 

There is a period in our lives during infancy and early childhood when we are 
entirely dependent upon others. Since the process of seeking help from the 
physician represents an re-enactment of this stage of dependency, it is only 
natural that many difficulties met with during early childhood will be revived 
and unconsciously brought out in the open. This is called psychologic regression. 
The physician must be aware of this regression since it represents a recurrence 
of the dependency aspects of the early child-parent relationship (15). 

Freud traced the cause of neuroses to infaney and childhood. In recent years 
it has been found that the mother’s love for the infant is the most vital factor 
in the emotional life of the individual. Ribble (16) cites clear-cut proof of this 
phenomenon. She states, “not many years ago, one of the most baffling problems 
of child health was a disease known as marasmus. It affects particularly children 
in the first year of life, and less than three decades ago it was responsible for 
more than half the deaths in that age group. The astonishing discovery was made 
that babies in the best homes, given the most careful physical attention, drifted 
into the condition of slow dying, while infants in the poorest homes, with a 
good mother, often overcame the handicaps of unhygienic surroundings. It was 
found that the element lacking was mother love. In consequence of this new 
insight, a new system of carefully selecting foster mothers was developed, and 
whenever an infant had no suitable person to care for him, he was sent to a 
foster home rather than an institution. As a result, marasmus is becoming a 
rare disease. The study of marasmus has added greatly to our understanding of 
infant care. The disease showed in a dramatic way the meaning of hunger for 
mothering experience and the effect on the child’s mental as well as physical 
function when this need is not satisfied.” 

An organization known as the “Cornelian Corner’? was founded to correlate 
the quality of infant care with the problems of the developing individual. This 
society predicated the policy that healthier adults could be developed if the 
problems that come with infant feeding and other child disciplines could be 
ameliorated (17). The credo of the organization, suggested by Maloney (18), 
was adopted in 1942: ‘‘The infant of to-day becomes the parent of tomorrow. 
The infant made neurotic today becomes the neurotic parent of tomorrow, and 
thus, neuroticism is perpetuated for generation after generation, a vicious cycle 
of incalculable suffering.” 

Emotions are not only one of the most important factors in life but they are 
also the most powerful forces of nature known to us. Every phase in the history 
of nations testifies to their invincible power. What are the emotions? They can 
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be boiled down to anger, fear, joy and sorrow (19). These 4 emotions seem to 
have an innate connection not only with every other primary system, but also 
with one another. Shand (20) summarizes this by stating that every primary 
impulse, whether it be independent or related to a primary emotion, is innately 
connected with fear, anger, joy or sorrow in such a way that when opposed, 
anger is aroused; when satisfied, joy; when frustrated, sorrow; and when frustra- 
tion is anticipated, fear. The implication is that in the very structure of the 
nervous system there is an innate base for organization of the disposition of these 
primary emotions relative to one another, and with the disposition of any other 
primary impulse. 

Every person was once an infant. Every infant is an individual, with his own 
rate and potential for physiologic, intellectual and emotional growth and de- 
velopment. Each is influenced by his environment, to which he reacts according 
to his own capacities. Above all, the manner in which a person meets the impact 
of illness, is a highly specific one, involving individual differences. It is the 
ability of the personality to meet this challenge, that to a large extent determines 
future behavior. 

The various degrees of emotional behavior engendered by fear and anxiety 
are of several distinct types (21). They are the over-informed, the over-loquacious, 
the aggressive-angry, the fearful-tacit and the multisymptomatic types. The 
over-informed person has read a great deal about his malady, and is ready to 
question the doctor. The excessive questioning is an attempt to diminish his 
anxiety concerning his welfare. Such a patient has to be re-educated and given 
much reassurance. The over-loquacious person is usually over-emotional and is 
unwilling to listen to detailed explanations of his illness. He tries to hide his 
anxiety by excessive talking. Here the emotional impasse must be penetrated 
in order to achieve reasonable discussion. The aggressive-angry patient is hostile, 
and the core of his hostility is usually himself. He is annoyed at his own weakness 
and the hostility may be a cover-up for anxiety. The fearful-tacit person is the 
silent one. He is sluggish in responding, is overwhelmed by his condition, and 
withdraws as if too sedred even to talk about it. Emotional reassurance and 
encouragement usually prompt him to tell about his troubles. The multisympto- 
matic person is abnormally concerned about his body and his ailment, and this 
condition may be manifested by anxiety or hysteria. 

In a majority of patients a little more knowledge and insight into the whims 
of emotion would add considerably to their comfort. The power of knowledge 
to improve attitudes was stressed by Spinoza. He found that an emotion which 
is passion (confused, frustating, painful) ceases to be a passion as soon as one 
forms a clear and distinct idea of it. Consequently the more an emotion becomes 
known to us, the more we control it and the less passive we are toward it. 

Benefits and satisfaction for the physician can occur only if and when the 
patient is treated as a totally integrated bio-psycho-social entity. When the 
patient feels a positive assurance that he is in safe and understanding hands, the 
sense of security affects his vegetative nervous system, e.g., heart action, gastro- 
intestinal functions, and blood pressure (22). 


566 ANTHONY R. TORTORA Vol. VIII 


If we look back on the cause of neuroses, particularly Ribble’s disclosure that 
infantile marasmus is due to lack of mother love and is cured by providing 
substitute mother love, we can understand that the same phenomenon takes place 
in the treatment of the adult human being. The basic, instinctive drives are no 
different in the infant than in the adult. It should be emphasized that this basic 
requirement—to love and be loved—is present every day of our lives and is 
the essence of our existence. 

The manifestations of striving to achieve an end constitute a key to human 
behavior, and behavior (7.e., how one acts and reacts) is characteristic of living 
things. 


SUMMARY 


Long-range benefit to the patient and satisfaction for the physician occur 
only when the physician recognizes the vagaries of human behavior and treats 
the patient as a totally integrated bio-psycho-social entity. 

The physician’s role can be enhanced if he makes a concerted effort to develop 
the sensitivity which accompanies an awareness of one’s own attitudes, values, 
dissatisfactions and needs. 

When the apprehensive patient seeks the physician, his most pressing wish 
is for relief from the effects of worry and fear. With diplomacy and patience, 
the physician can induce the patient to divulge his concerns. If the patient 
regards the physician as a real and sympathetic person, he will talk more and 
more. The degree to which the physician-patient rapport will be enhanced is 
dependent upon the interpersonal exchanges, that is, not only upon what the 
patient has to say, but also upon how the physician reacts. 

The physician who knows himself and who is genuinely mature, knows life 
and understands the frailties of human behavior. 
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OSTEOPOROSIS: A HARD LOOK 
HAROLD M. FROST, M.D.* 


Department of Orthopaedic Surgery, Henry Ford Hospital, Detroit, Michigan 


The commonest and most frequently reported geriatric orthopaedic afflictions 
are senile and postmenopausal osteoporosis. A beautifully logical concept of the 
pathology and pathophysiology of osteoporosis has been built up (1-7) and is 
taught by rote to both undergraduate and postgraduate students. 

It is the purpose of this paper to suggest that this concept will not stand up 
under close examination, and that actually we know relatively little about 
osteoporosis. 


WHAT IS OSTEOPOROSIS? 


The conventional pathologic definition is: decreased bone mass. However, 
the bone that exists is normal in quality (mineral density, ratio of mineral to 
matrix, ration of mineral to water, strength, hardness, elasticity). How is all of 
this known? ' 

Roentgenography. X-ray examination indicates that the cortices of osteoporotic 
bone are thinner than normal, although this observation remains largely sub- 
jective with the examiner. The roentgenogram does not provide any information 
concerning the mineral density per unit volume of bone or the hardness, elasticity 
or strength per unit volume or per unit cross-section. Roentgenography is an 
insensitive method of determining density, a change of 30 per cent in either direction 
being necessary for detection by the means currently available. 

Weight-ash analysis. In this procedure a bone specimen, free of marrow con- 
tent and grease, is dried at 100—110°C. to a constant weight. This drives off all 
water not bound by mineral. The specimen is then ashed at high temperature 
until all organic material is burned, and the final weight is compared to the 
initial weight. This method produces fairly consistent results only because it 
involves a built-in insensitivity to small changes in mineral density. If a portion of 
the matrix is not mineralized, the initial heating dries it thoroughly, leaving a 
small shrivelled mass of protoplasm which weighs less than 4 per cent of its 
wet weight. Its dry weight is so small in comparison to the weight of the miner- 
alized portion of the specimen that this unmineralized material will escape notice 
unless a large part of the specimen is so affected. If we further assume that while 
some of the bone matrix is incompletely mineralized, other parts are hyper- 
mineralized, then the two portions will cancel each other in the final determina- 
tion and produce measurements characteristic of normal tissue. 

Nitrogen-ash analysis. Logically this should be the best method of comparing 
the amount of matrix to the amount of mineral present in a bone specimen. In 
spite of every precaution, however, the results of analyses of bone by this method 
have been disconcertingly erratic. It has been unjustifiably assumed that the 
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method itself is in error, and thus it has been largely discarded in favor of weight- 
ash analysis, with its more consistent results. Nevertheless, nitrogen-ash de- 
terminations are accurate. 

Strength, elasticity and hardness. No comparative studies of strength and 
elasticity in normal and osteoporotic bones have been made in groups large 
enough to permit valid conclusions. Much of the work in this field has been 
performed on dried, fixed or embalmed material. Such material is not repre- 
sentative of fresh, wet bone (8). Similarly, there have been no comparative 
studies of hardness in normal versus osteoporotic bone. Statements that these 
physical characteristics are normal in osteoporotic bone are unsupported in- 
ferences. 


WHAT CAUSES OSTEOPOROSIS? 


The theory is that sex hormones are protein anabolic (proved), that they 
increase human osteoblastic activity (unproved), that they decrease in output 
with advancing age (proved), and that this decrease accounts for the decreased 
osteoblastic activity in old age (unproved on both counts) (1-4, 6, 7). The theory 
is logical but its main support is by inference, How can this be? 

Osteoblastic activity. This has never been measured directly in man. Experi- 
ments designed to measure it indirectly in man have been performed in igno- 
rance of recently discovered features of skeletal morphology and physiology 
(9-11) which invalidate all conclusions made until the uncontrolled variables 
can be quantitated. 

Stimulation of osteoblastic activity by sex hormones. The great majority of 
physicians treating senile and postmenopausal osteoporosis know that their 
patients feel better when receiving hormone therapy. They also know that even 
after several years of therapy, it is not possible to detect an increase in the 
amount of bone in a treated patient’s skeleton, and that in a certain group 
the osteoporosis will even become worse during treatment. In an occasional 
patient more bone develops. When this occurs, the bone roentgenograms are 
exhibited at so many meetings that a goer-to-meetings becomes thoroughly 
familiar with that particular rotating set of films! All of this is general knowl- 
edge. If the hormone-anabolic theory of osteoporosis were true, how could this be? 


HISTOLOGY OF OSTEOPOROSIS 


Most histologic work on this disease has been carried out on decalcified sections. 
The folly of concluding anything about bone mineral from such material is obvious, 
yet conclusions are tacitly and routinely made. Until undecalcified material is 
studied we have no right to assume there would be nothing there if such material 
were examined. 

Histologic estimates of normal osteoblastic activity suffer from lack of an 
accurate method of measurement and from lack of an established norm. There- 
fore, visual estimates should not be given more credit than they deserve. Visually 
it would not be possible to distinguish between differences of the order of 10 
parts per hundred or less. Such differences, however, could lead to tremendous 
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alterations in a skeleton over a period of several years—the time required for 
osteoporosis to develop. 


DISCUSSION 


On the basis of measurable observations, little is known about osteoporosis, 
Recent developments offer some hope that this situation may change. 

The author has been examining fresh, undecalcified sections of human bone 
for some years, using new techniques whereby the bone can be observed more 
nearly in its in vivo state than with any other methods (12, 13). In the course 
of this investigation, two new disease processes have been uncovered. In one 
disease, micropetrosis (9), the bone is hypermineralized; in the other, feathering 
(10), the bone is incompletely mineralized. Both are histologic and pathologie 
entities. Both have escaped the notice of workers using the weight-ash analytical 
method since its inception, demonstrating the insensitivity of this procedure. 
Both have confused workers using the nitrogen-ash analytical method, leading 
to the unjustified disfavor of this technique. It is characteristic of feathering and 
of micropetrosis that the amount of each varies markedly among the various 
quadrants of a single cross-section. Variations in specimens from various quad- 
rants analyzed with the nitrogen-ash method are due to feathering and micro- 
petrosis. The investigators, being unaware of the real basis for the variation, 
suspected their method. 

Measurements of osteoblastic activity in man are now in progress in a large 
number of cases, with methods developed in the Henry Ford Hospital Ortho- 
paedic Research Laboratory (14, 15). These measurements are tedious, and are 
only half finished as this article is written. From present indications, they will 
undoubtedly add to the general tenor of the concepts in this paper, when they are 
completed. 

A report is now in press (11) of at least some of the variables in the living 
human skeleton which may affect experimental methods of studying bone. It is 
hoped that the present communication will aid in preventing premature con- 
clusions based on studies which often cannot possibly reveal that which they 
were designed to reveal. 


CONCLUSIONS 


In order to learn what osteoporosis is and how it develops, study must be 
transferred from books to the basic sources of knowledge—the normal and the 
diseased skeleton. There are too many indigestible inconsistencies between 
present theories and the meager factual data to consider the hormone-anabolic 
theory of osteoporosis as more than a series of good ideas which are not tenable 


in practice. 
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PULMONARY TUBERCULOSIS IN THE ELDERLY 
HARRY B. GREENBERG, M.D.* 


New Orleans, Louisiana 


More new cases of pulmonary tuberculosis are being found in persons past 
the age of 50 than in any other age group (1). In 1958, in Orleans 
Parish, Louisiana, 283 new cases of pulmonary tuberculosis were reported in 
which the age of the patient was known. Among these patients, 152, or 53.7 per 
cent, were more than 44 years of age, and 30, or 10.6 per cent, were aged 65 or 
more. In New York City in 1950, almost half of the new cases of pulmonary 
tuberculosis occurred in persons more than 45 years old, compared with one- 
quarter of the new cases in 1932. During this period, the incidence of tuberculous 
infection during childhood declined sharply (2). Other surveys also show this 
trend in the incidence of pulmonary tuberculosis. 

The age distribution among patients who die from pulmonary tuberculosis 
has shifted toward the older age groups. In 1900, 24.4 per cent of persons dying of 
tuberculosis were 45 years of age or older. By 1940, this percentage had changed 
to 42.2 (3). In New York City in 1950, more than 65 per cent of deaths from 
pulmonary tuberculosis occurred in persons 45 years of age or older. 

Although the over-all mortality rate for pulmonary tuberculosis has been 
declining, it has remained relatively stationary for persons past the age of 65, 
particularly elderly males. There has been a tendency toward a decline in the 
rate among elderly females (4). The mortality rate from pulmonary tuberculosis 
in England in 1940 was highest among persons aged 20 to 25 years. The rate for 
this group diminished markedly by 1953, but that for persons aged 45 to 59 
years remained almost stationary with a slight tendency towards an increase. 
The relapse rate during this interval increased with age until at 65 years it 
was more than double the rate at 25 years (5). 


POTENTIAL SOURCES OF INFECTION 


Today elderly tuberculous persons constitute one of the more important 
potential sources of tuberculous infection. Active pulmonary tuberculosis in 
older persons often is obscured by the respiratory symptoms of emphysema, 
bronchitis or cardiovascular disease. Thus, a persistent cough, dyspnea, fever 
or hemoptysis may be attributed to an upper respiratory infection, chronic 
bronchitis or bronchiectasis rather than to pulmonary tuberculosis. The disease 
may be missed because fibrotic strands or calcific deposits observed in a roent- 
genogram of the chest are diagnosed as being related to old inactive tuberculous 
disease, without further investigation. The activity and communicability of 
pulmonary tuberculosis cannot be determined from a roentgenogram alone. Many 
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older patients produce little if any sputum and forget or minimize the occurrence 
of slight hemoptysis. An elderly person with a chronic cough often is discovered 
to be infectious only after a younger member of his family has contracted tuber- 
culosis and a search is made for the source of the infection. 


CHARACTERISTICS OF PULMONARY TUBERCULOSIS IN THE ELDERLY 


Pulmonary tuberculosis in elderly persons differs in several ways from that in 
younger people. Resistance to tuberculosis is diminished in old age, and the 
mortality rate rises sharply at this time of life (6). The disease usually does not 
develop from an exogenous source (1, 4), but represents the reactivation of an 
old lesion. Males predominate among older patients with pulmonary tuberculosis 
(7). The tendency towards relapse is greater in the elderly. The disease is more 
frequently complicated by gastric and duodenal ulcer (4). It also is likely to be 
complicated by diseases common to advancing years such as pulmonary 
emphysema, chronic bronchitis, bronchiectasis, hypertension, and arteriosclerosis 
and its cardiovascular manifestations. 

Tuberculosis in the elderly often runs a milder, less explosive course than in 
youthful patients. The symptoms may be only a low-grade fever, a slight cough 
and breathlessness (4, 7). It is possible for the symptoms to be so slight that the 
disease is overlooked as a cause of death (1), which is attributed instead to a 
degenerative disease. 

Although the symptomatology of pulmonary tuberculosis in elderly persons 
may be mild, its course is not benign. The three-year case fatality rate has been 


reported as being more than twice that among persons less than 40 years old (7). 


THERAPY 


By a vigorous search for pulmonary tuberculosis and by appropriate therapy, 
the unfavorable mortality rates and increased relapse rates among elderly 
tuberculous patients can be altered and perhaps reversed (5). Establishment of 
the diagnosis of active pulmonary tuberculosis always is an indication for im- 
mediate vigorous treatment. Improvement in appetite with a gain in weight 
and general mental and physical well-being may follow a few weeks’ therapy 
with isoniazid. The change in a patient’s general condition may necessitate 
reappraisal of impressions of cardiovascular and other diseases previously thought 
to account for much of a patient’s debility. 

According to Hinshaw (8), more than 90 per cent of tuberculous patients 
initially receiving chemotherapy will cease to disseminate tubercle bacilli within 
several weeks of the beginning of treatment. The chemotherapeutic agents now 
available, if judiciously used, will bring about clinical recovery, bacterial nega- 
tivity, and a low relapse rate in most patients with active pulmonary tubercu- 
losis (9). Collapse therapy, pneumothorax, and pneumoperitoneum virtually 
have been abandoned (10). 

Isoniazid is the drug of choice in pulmonary tuberculosis (11). Superior 
tuberculostatie activity and better diffusion throughout the body fluids make 
isoniazid more effective than other antituberculosis agents. It should be con- 


574 HARRY B. GREENBERG Vol. VIII 


tinued throughout the course of treatment unless bacterial resistance or sen- 
sitivity to the drug precludes its use. Isoniazid given alone in a quantity sufficient 
to secure a therapeutic blood level has produced a favorable response in minimal 
and moderately advanced tuberculosis (11). Patients who experience a relapse 
after isoniazid therapy and those who do not respond (as shown by continued 
fever, toxicity, and a positive sputum after several weeks of treatment) should 
be investigated for complicating factors. In these situations, determination of 
the active isoniazid blood level and bacterial sensitivity studies become necessary. 
A few persons possess a superior ability to acetylate, and thus inactivate, iso- 
niazid (11). In them, a larger dosage may compensate for this trait (12). Although 
generally well tolerated, isoniazid may cause peripheral neuropathy, transient 
itching, vertigo, and nervousness. Severe reactions such as a skin rash, blood 
dyscrasia, or a psychosis sometimes prevent its effective use. In older patients, 
there may be considerable mental stimulation, which requires mild sedation. 
The peripheral neuropathy may be prevented by the daily administration of 
pyridoxine (13). 

Para-aminosalicylic acid (PAS) and isoniazid in combination provide highly 
effective antituberculosis therapy (12). PAS itself possesses weak tuberculostatic 
activity. Because it competes with isoniazid in the acetylation process, a higher 
blood level of isoniazid can be maintained (13, 14). Nausea, vomiting, diarrhea 
and abdominal pain or discomfort may accompany the ingestion of PAS and 
cause a voluntary reduction in dosage. This intolerance sometimes may be 
avoided by the use of the sodium or potassium salt of PAS.or an anionic ex- 
change resin complex. Exposure to heat, sunlight, moisture and heavy metals 
causes PAS to deteriorate. Its breakdown products are the source of many of its 
disagreeable side-effects (13). For the most part, these side-effects can be pre- 
vented by taking care that the PAS administered is fresh (not over three months 
old) and that it is protected from such exposure. 

Streptomycin now is used primarily in combination with isoniazid, or, in the 
event of drug idiosyncrasy or bacterial resistance to isoniazid, in combination 
with PAS. Daily use in combination with isoniazid has been more effective than 
intermittent use in preventing the emergence of resistant organisms (15). 
Streptomycin has the disadvantages of requiring intramuscular injection and of 
possessing a potential for causing vertigo and impairment of hearing upon 
prolonged use. Vertigo in an older patient may be particularly disabling (4). 
Kidney function should be evaluated prior to the use of streptomycin, as there 
is danger of excessively high blood levels when excretion of the drug is reduced by 
impaired kidney function (16). 

Dihydrostreptomycin, an analog once considered less toxic, has been implicated 
in the production of insidious deafness, resistant to treatment. Its administra- 
tion alone or in combination with other antibiotics probably should be aban- 
doned (17). 

Combinations of isoniazid, streptomycin and PAS generally do not produce an 
effect superior to that of either of these two drugs combined with PAS, and the in- 
cidence of drug intolerance is increased (11). 
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Still other antituberculosis drugs are available, should an idiosyncrasy or 
bacterial resistance develop. However, the use of pyrazinamide, viomycin, or 
eycloserine requires that the patient be observed carefully and that laboratory 
studies be performed because of possible toxic effects on the liver and the nervous 
system (18, 19). 

Surgical resection is required infrequently in older patients with pulmonary 
tuberculosis. When surgery is contemplated, careful evaluation of the pulmonary 
reserve becomes necessary. The presence of moderate exertional dyspnea or 
myocardial insufficiency considerably increases the operative risk (5). 

The optimal duration of drug therapy still is uncertain. Minimal pulmonary 
tuberculosis will require at least one year of treatment, whereas more advanced 
disease may require two or three year’s continuous therapy and observation. 
Once started, treatment should not be interrupted. 

Restricted activity rather than bed rest is recommended for all patients with 
pulmonary tuberculosis, except those most critically ill. The ill effects of bed 
rest in older patients—decubitus ulcers, phlebitis, embolism and mental de- 
pression—may be allayed by moderate ambulation. 


SUMMARY 


Pulmonary tuberculosis is being found with greater frequency among persons 
in older age groups. The mortality rate rises sharply at this time of life. Elderly 
tuberculous patients constitute one of the more important potential sources of 
tuberculous infection. The disease is likely to represent the reactivation of an 
old focus of tuberculosis. As its symptomatology may be mild, the disease is 
likely to be overlooked or the symptoms attributed to some other cause. By a 
vigorous search for pulmonary tuberculosis and by appropriate therapy, the 
unfavorable mortality rates and increased relapse rates for elderly tuberculous 
patients may be altered or even reversed. Isoniazid is the chemotherapeutic 
agent of choice, in combination with para-aminosalicylic acid. Prolonged treat- 
ment is necessary even in minimal pulmonary tuberculosis. Once commenced, 
therapy should not be interrupted. 
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ANALGESIC EFFECT OF DEXTROPROPOXYPHENE HYDROCHLORIDE IN ELDERLY 
PATIENTS WITH CHRONIC PAIN SYNDROMES. 

Boyle, R. W.; Solomonson, C. E., and Petersen, J. R. Am. J. Med. 52: 195 
(Jan.) 1960. 


Using a double-blind technique, several pairs of analgesics were tested for pain relief in 
120 elderly patients with chronic pain from fractures, amputations, rheumatoid arthritis, 
cardiovascular accidents and osteoarthritis. Patients who required such potent analgesics 
as morphine or meperidine were excluded. The patient’s symptomatic response was graded 
as good, no appreciable effect, or worse. Each patient remained in the study until he re- 
quired no consistent analgesia, had symptoms not relieved by full dosages of the drugs ad- 
ministered, desired to discontinue the medication, became erratic in taking the medicine, 
or had undesirable side-reactions. A combination of 32 mg. of codeine with 325 mg. of 
aspirin proved significantly better in pain relief than any of the other drugs used, and a 
placebo was significantly poorer. The following were found to be equivalent in analgesic 
potency: 650 mg. of aspirin; 32 mg. of dextropropoxyphene hydrochloride (Darvon) with 
325 mg. of aspirin; and 65 mg. of codeine. Also 65 mg. of codeine was more effective than 
65 mg. of dextropropoxyphene hydrochloride. Side-effects consisted of nausea and vomit- 
ing necessitating discontinuation of medication and caused by dextropropoxyphene hydro- 
chloride 65 mg. three times daily for three to four days in 3 patients, and by 65 mg. of co- 
deine three times daily for four days in 1 patient. 


THE AORTIC SYSTOLIC MURMUR DEVELOPING WITH INCREASING AGE. 
Bruns., D. L., and Van der Hauwaert, L. G. Brit. Heart J. 20: 370, 1958; 
through Excerpta med. (Gerontol. & Geriatrics) 2: 440, 1959. 


The incidence of systolic murmurs was studied in 300 hospital patients over the age of 
50. Clinical and phonocardiographic studies showed that the majority arise in the aortic 
valve. Aortic systolic murmurs become more frequent with increasing age. They can be 
loud, especially in the presence of a hyperkinetic circulation. The determining pathologic 
lesion in many cases appears to be the thickening of the aortic valve cusps, which produces 
a murmur but does not significantly obstruct the outflow. In an addendum on the mode of 
production of murmurs of aortic sclerosis a report is made on the Melrose artificial heart- 
lung machine, in which varying types of narrowed lumen were placed in the outflow of the 
pump with the phonocardiograph microphone 2 cm. distal to the obstruction. The loudest 
murmurs were always obtained with tubes having an abrupt protrusion into their lumina. 
Even a slight but abrupt protuberance was capable of producing a murmur of considerable 
intensity, whereas a gradually changing diameter (such as dilatation of the ascending aorta) 
is less likely to produce an audible sound. 


TREATMENT OF ATRIOVENTRICULAR BLOCK WITH PREDNISONE. 

Caramelli, Z., and Ruiz Tellini, R. Am. J. Cardiol. 5: 263 (Feb.) 1960. 
Thirty-one patients were treated with prednisone in an average dosage of 40 mg. daily. 

This treatment reduced the PR interval in 7 of 10 patients with grade 1 A-V block, brought 


the electrocardiogram to normal in 2 patients with partial A-V block, caused complete 
disappearance of the block in 5 of 7 patients with intermittent complete A-V block, and 
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produced no electrocardiographic improvement in complete and permanent A-V block but 
did cause an increase in the atrial and ventricular rates. All patients experienced some 
general improvement, and in 2 with first degree A-V block there was a decrease in the signs 
of heart failure. In patients with first degree A-V block, there was a similar shortening of 
the PR and Q-Te intervals. In patients with severe blocks, the Q-Te was only slightly 
affected, if at all. Improvement occurred only when the disturbance was intermittent, 
indicating that the block was due to a predominantly functional mechanism. Positive 
results were obtained within a few days so there was no need for prolonging the dosage. 
Larger dosages proved to have no advantage. The probable mechanism of action is a de- 
crease produced by the glucocorticoids in the severity of areas of edema which surround 
the A-V node. The excitability of the node is increased by the administration of prednisone. 


PLEURISY AND PERICARDITIS COMPLICATING MYOCARDIAL INFARCTION: THE 
SO-CALLED POST MYOCARDIAL INFARCTION SYNDROME. 

Cohen, G.; Dardick, I., and Greenblatt, J. Canad. M.A.J. 82: 123 (Jan. 16) 
1960. 


Experience with 10 cases of the post myocardial infarction syndrome shows that following 
acute myocardial infarction by periods of a few hours to three weeks, the symptoms and 
signs of pleurisy or of pericarditis, or of both, may occur. Pleural involvement, either dry 
of with effusion, was present in all 10 patients. Pneumonitis characterized by dyspnea and 
bloody sputum occurred in 2 patients of this series. Temperature elevations varied from 
100° to 103°F.. and lasted from one day to three months. Repeated episodes of pain were the 
rule. The clinical manifestations may vary from pyrexia of undetermined origin, severe 
pleural pain and friction rub with slight temperature elevation of short duration, painless 
pericarditis with an extensive fraction rub, to pleural effusion preceded or accompanied by 
pain. Serositis is present in all patients. The infarctions were posterior in 6 patients, an- 
terior in 3, and intermediate in 1. Among those with infarction of the posterior wall, 4 
patients had auricular fibrillation and 1 had an episode of paroxysmal auricular tachycardia 
with block not due to digitalis. Determinations of the white blood cell count, erythrocyte 
sedimentation rate, and serum transaminase level were of no assistance in making the 
diagnosis. The time relationship between the syndrome and a myocardial infarction is one 
of the best guides in the differential diagnosis. Pulmonary infarction is the most difficult 
diagnosis to exclude. Since the post myocardial infarction syndrome is essentially benign, 
the prognosis is good. Therefore, it is important that it be recognized. In those patients 
with pericarditis, anticoagulants should not be given. However, they were used without 
difficulty in 2 such patients and in another with electrocardiographic evidence of pericardial 
involvement who had had a severe infarction, so that this consideration may be overriding 
in some cases. Prednisone was used in 2 patients with a dramatic effect. In the remainder 
of the patients in this series, the disease was allowed to run its course. Since the original 
report, 3 additional patients with the post myocardial infarction syndrome have been seen. 
One case, manifested by pericarditis with pericardial rub of long duration, responded to 
steroids. Experimental studies have not confirmed the suggestion that viral infection is 
the cause of this syndrome. 


HEMODYNAMIC AND HYPOTENSIVE EFFECTS OF LONG-TERM THERAPY WITH 
CHLOROTHIAZIDE. 
Conway, J., and Lauwers, P. Circulation 21: 21 (Jan.) 1960. 


The effectiveness of long-term therapy with chlorothiazide was evaluated in 83 unselected 
ambulatory patients, 16 of whom previously had had a splanchnicectomy which was unsuc- 
cessful in reducing the blood pressure. Chlorothiazide was given alone for blood pressure 
reduction in a dosage of 1 Gm. twice daily for three days, with 0.5 Gm. twice daily for 
maintenance. In 5 patients, a dosage of 2 Gm. was administered continuously. The dura- 
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tion o! treatment averaged 5.4 months. Treatment was discontinued in 7 patients who had 
not responded at the end of two weeks. A reduction in blood pressure of 10 per cent (both 
systolic and diastolic) was considered a satisfactory response. On this basis, 55 patients 
(66 per cent) responded, whereas 28 did not. Among the latter were those patients with the 
malignant or accelerated phase of hypertension and those with renal azotemia. Patients 
who had undergone splanchnicectomy responded unusually well. The average fall in essen- 
tial hypertension was 26 systolic and 17 diastolic. After one to two weeks of chlorothiazide 
therapy, the plasma volume and cardiac output decreased and the total peripheral resist- 
ance increased. After a month or more of continued treatment, the plasma volume and 
cardiac output were restored to pretreatment levels, and the reduction in blood pressure 
was maintained. Long-term therapy, therefore, produced an action on the peripheral vessels 
leading to a reduction in total vascular resistance. 


CLINICAL EVALUATION OF EFFECT OF PREMARIN ON BLEEDING DURING AND 
FOLLOWING PROSTATIC SURGERY. 
Cooner, W. H., and Burros, H. M. J. Urol. 83: 64 (Jan.) 1960. 


In a group of 50 patients undergoing prostatic surgery, half were given Premarin (20 mg.) 
intravenously one hour prior to prostatic enucleation or resection, and a repeated dose 
eight hours after the first. The other half received a control substance in an identical man- 
ner. No significant difference in the amount of bleeding from the prostatic area was noted 
between the two groups at the time of surgery, nor during the postoperative period. (From 
authors’ summary.) 


METABOLISM OF THE HEART IN FAILURE. 
Danforth, W. H.; Ballard, F. B.; Kako, K.; Choudhury, J. D., and Bing, R. J. 
Circulation 21: 112 (Jan.) 1960. 


Investigations of the three phases of cardiac metabolism—energy production, energy 
conservation, and energy utilization—have shown marked differences in the underlying 
mechanisms of heart failure. Thus, in failure with prolonged overload of the myocardium, 
as occurs with hypertension, valvular heart disease and arteriosclerotic heart disease (group 
I), an abnormality of energy utilization seems most likely. In the diverse conditions with 
heart failure considered under group II, there appears to be a defect in energy production 
or conservation. In anemia, myocardial failure results in insufficient transport of oxygen 
for substrate metabolism, and in hyperthyroidism uncoupling of oxidative phosphorylation 
may lead to failure of enérgy conservation. In beriberi heart disease, a deficiency of thia- 
mine pyrophosphate (cocarboxylase) produces a breakdown of certain specific decarboxyla- 
tion reactions that appear to interfere with normal myocardial energy production. In 
hemorrhagic shock and myocardial infaretion, general or localized anoxia leads to defective 
energy production. Spontaneous failure occurring in the heart-lung preparation is in all 
likelihood the result of diminished catecholamine and cholinergic substances of the per- 
fusion fluid. It is apparent from this review that no common denominator exists as a cause 
of heart failure. Rather at the base of the uniform dynamic manifestations of this condition 
are multifarious disturbances in energy production, conservation and utilization. (From 
authors’ conclusion.) 


TRIAMCINOLONE IN DERMATOLOGIC CONDITIONS. 
Finnerty, E. F. New England J. Med. 262: 176 (Jan. 28) 1960. 


Triamcinolone in an average dosage of 4 mg. every four hours was used for extremely 
severe cases of disease affecting the skin. Disseminated neurodermatitis responded readily 
with improvement in 15 cases within an average of sixteen days. The initial dosage was 
8 mg. every four hours in some of the patients. Maintenance could be secured with 2 to 4 
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mg. per day without supportive topical therapy. Two patients with urticaria recovered 
completely. Twenty patients with acute contact dermatitis recovered completely, 8 im- 
proved, but 4 had no benefit. The numbers of cases of sensitization dermatitis with similar 
benefit were 11, 4, and 1, respectively. Ten patients with numular eczema, 8 with generalized 
eczematoid dermatitis, and 1 with pemphigus vulgaris were markedly improved. In 1 case 
of psoriasis there was a complete, though not permanent, remission. In a second case there 
was a 70 per cent remission during treatment with 8 mg. every four hours for a week. The 
psoriasis recurred when triamcinolone was discontinued. Side-effects were mild and con- 
sisted of headache in 3 patients, gastric upset in 2, increased perspiration in 2, muscle 
weakness in 2, drowsiness in 1, hirsutism in 2, and a nonspecific rash in 1 patient. 


COEXISTENT ADDISON’S DISEASE AND NORTH AMERICAN BLASTOMYCOSIS. 
Fish, R. G.; Takaro, T., and Lovell, M. Am. J. Med. 28: 152 (Jan.) 1960. 


It is not generally recognized that the adrenal glands may be affected in a significant 
number of cases of North American blastomycosis. Adrenal involvement has been found 
in 9 cases of systemic blastomycosis in which a necropsy was performed. The incidence 
probably is from 5 to 10 per cent. This is the second reported case of Addison’s disease in a 
patient with proved North American blastomycosis. The 54-year-old male patient had a 
large prostatic abscess which produced Blastomyces dermatitidis, as did cultures from the 
skin lesions. In addition, roentgenograms of the chest showed mottling or nodularity of 
the left lung and the upper two-thirds of the right lung. The prostatic abscess was incised 
and the patient treated with stilbamidine. The course was one of recurrent skin lesions and 
epididymitis for which epididymo-orchiectomy was performed. After four years, the patient 
noted increasing weakness, anorexia, nausea and vomiting. At five years after the diagnosi- 
of the blastoma he was found to be on the verge of Addisonian crisis. The patient responded 
to cortisone, DCA, glucose, and saline with which 2-hydroxystilbamidine was given. Mains 
tenance with 25.0 to 37.5 mg. of cortisone per day and sodium chloride now is possible and 
there have been no recurrences. Because the symptoms of Addison’s disease may be over- 
looked or ascribed to the blastomycosis, adrenal function should be evaluated in patients 
with systemic blastomycosis, regardless of whether they are symptomatic or not. 


L’ASPECT HEMATOLOGIQUE DE LA VIEILLESSE. VI. RECHERCHES SUR QUELQUES 
FACTEURS DE L’HKMOSTASE (THE HEMATOLOGIC ASPECT OF OLD AGE. VI. IN- 
VESTIGATIONS CONCERNING CERTAIN FACTORS OF HEMOSTASIS). 

Gingold, N., and Podhorschi, A. Sang 29: 326, 1958; through Excerpta med. 

(Gerontol. & Geriatrics) 2: 444, 1959. 


Old people are generally considered likely to present either hemorrhagic disorders or a 
disposition to hypercoagulability of the blood. In the authors’ material (over 100 aged 
persons between 60 and 106 years of age) no case presented clinical signs of such disorders. 
Investigations were performed on hemostasis and coagulation, including platelet counts, 
measurements of bleeding time, coagulation time, clot retraction, counting and description 
of the megakaryocytes in marrow smears, testing for the sign of Rumpel-Leede, and per- 
formance of the one-stage prothrombin time (Quick) and the plasma recalcification time 
(Howell). It was concluded from the results of these tests that no disposition to hemor- 
rhagic disorders or to thrombotic accidents is characteristic of old age. The authors stress 
the fact that these results were the only normal ones obtained in the general investigation 
of the hematologic aspect of old age which they undertook. 
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PERIURETERAL FIBROSIS, WITH A DIABETES INSIPIDUS-LIKE SYNDROME OCCUR- 
RING WITH PROGRESSIVE PARTIAL OBSTRUCTION OF A URETER UNILATERALLY. 

Knowlan, D.; Corrado, M.; Schreiner, G. E., and Baker, R. Am. J. Med. 
28: 22 (Jan.) 1960. 


Three cases of periureteral fibrosis with obstruction are reperted. These and a review 
of the literature on 24 other cases yield the following summary: The condition appears to 
predominate in middle-aged white men, who usually present with a history of vague back 
pain or abdominal pain of several months’ duration that is usually progressive. Examina- 
tion at this time is usually unrevealing. Symptoms are progressive and the patients have 
severe colicky, usually left flank, pain that may radiate. This is associated with nausea, 
vomiting, weight loss and malaise. In 40 per cent of the cases the patient subsequently be- 
comes anuric. Physical examination still is unrevealing. Anemia is a constant feature, 
along with varying elevations of the blood urea nitrogen level. Retrograde pyelography, 
following abnormal intravenous pyelograms, demonstrated bilateral involvement in 50 
per cent of the cases. Hydronephrosis or ureteral obstruction is found. In 25 per cent of 
patients with unilateral involvement, involvement of the other side subsequently develops. 
The patient then undergoes surgery, initially nephrectomy or nephrostomy with ureter- 
olysis on one side, and subsequently an operation on the other side with freeing of the 
ureter. Appropriate antibiotic therapy is necessary. The patient’s postoperative course is 
varied. He usually is symptom-free and without abnormal findings, but may have persistent 
pyelonephritis. Only 12 per cent have died. The prognosis is good with the proper therapy. 
As more cases appear, treatment seems to have become more conservative, although surgery 
is necessary for relief of obstruction. It appears that freeing of the ureter bilaterally might 
be all that is necessary for satisfactory results. When direct ureteral involvement is present, 
the newer plastic procedures have much to offer. Many ureteral gaps have been bridged; 
ureteral segments and even a whole new renal pelvis have completely regenerated. The 
fact that in 25 per cent of the patients with unilateral involvement, symptoms developed 
on the other side, makes one tend to the more conservative treatment initially unless 
obstruction is playing a role in perpetuation of infection. Periureteral fibrosis may repre- 
sent an exaggerated fibrocytic response to varied stimuli. In some cases the proliferation 
may have been a response to chronic ureteritis and smoldering pyelonephritis. An adeno- 
carcinoma probably accounted for one of the cases reported. In this patient, impaired 
concentrating capacity, poor response to Pitressin, and renal hypertension suggested dam- 
age to the nephron with progressive obstruction of the urinary tract. 


INTERMITTENT CAROTID AND VERTEBRAL-BASILAR INSUFFICIENCY ASSOCIATED 
WITH POLYCYTHEMIA. 

Millikan, C. H.; Siekert, R. G., and Whisnant, J. P. Neurology 10: 188 (Feb.) 
1960. 


Attention is drawn to the association of polycythemia and focal cerebrovascular insuffi- 
ciency. Twenty-two patients known to have this combination of disorders have been 
observed at the Mayo Clinic in the years 1954 through 1957, and 10 of the cases are described 
in sufficient detail to illustrate the variety of problems that occur. It is emphasized that 
1) the initial important phenomenon occurring in a patient with polycythemia can be an 
attack of insufficiency in the carotid or vertebral-basilar system; 2) it is necessary to exam- 
ine the blood for polycythemia in every patient with focal cerebrovascular insufficiency; 
3) the type of polycythemia should be determined, as specific therapy may be indicated 
(surgery for pulmonary arteriovenous fistula); 4) when focal cerebrovascular insufficiency 
occurs in patients known to have polycythemia, the polycythemia should be controlled as 
rapidly as possible; and 5) it may be necessary to administer anticoagulants for a variable 
period, depending on the frequency and severity of the episodes of focal cerebrovascular 
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insufficiency. The concepts of the pathogenesis of intermittent insufficiency in the carotid 
and vertebral-basilar systems are briefly reviewed. The clinical evidence of polycythemia 
as a factor in pathogenesis is discussed. (Authors’ summary.) 


CLINICAL OBSERVATION OF POLYESTRADIOL PHOSPHATE (ESTRADURIN) IN TREAT- 
MENT OF PROSTATIC CARCINOMA. 
Mookini, R. K., Jr., and Kelly, E. F. J. Urol. 83: 72 (Jan.) 1960. 


Among 28 patintse with carcinoma of the prostate, 15 had widespread osseous metas- 
tases, and 11 had undergone bilateral orchiectomy. They were treated with 40 mg. of Estra- 
durin (water-soluble, high molecular weight polyester of phosphoric acid and 17-beta 
estradiol) intramuscularly every two weeks until acute symptoms subsided, and then 
maintained with a dosage of 40 mg. every four weeks. Patients with bony metastases and 
bilateral orchiectomy responded poorly. The results were favorable, however, in orchiecto- 
mized patients without roentgenographic evidence of bony metastases. Five patients who 
were in a terminal stage upon initiation of treatment proved refractory to the drug. When 
symptoms were relieved the effect became apparent within six days. Increase in the dosage 
from 40 to 80 mg. did not enhance the effect. The clinical response did not vary in patients 
who had and had not received oral estrogens prior to therapy with Estradurin. Softening 
of the prostate did not occur until approximately the seventh month of therapy. Gyneco- 
mastia often appeared after the fifth month and could be overcome by discontinuing therapy 
for one month. Acid and alkaline phosphatase levels were of no value as an index to treat- 
ment. Blood transfusions during therapy with Estradurin did not enhance its effect. The 
administration of whole blood accentuated bone pain. Six patients underwent prostatic 
surgery with good results. It is concluded that Estradurin has merit in the treatment of 
inoperable carcinoma of the prostate. 


LIPOPROTEINS, CHOLESTEROL AND SERUM PROTEINS AS PREDICTORS OF MYO- 
CARDIAL INFARCTION. 
Page, I. H., and Lewis, L. A. Circulation 20: 1011 (Dec.) 1959. 


Six normal women studied weekly for five months showed small variations in serum 
lipoproteins in the —S 40-70 fraction and much wider in the —S 1-10 and —S 70-400 frac- 
tions. In normal persons the lipoprotein pattern is stable enough, if measured repeatedly, 
for comparison with patients. In 3 of the normal women the serum total cholesterol levels 
were stable and in the other 3 much less so. Single measurements of cholesterol or lipopro- 
teins can be dangerously misleading. The problem of levels of plasma proteins, cholesterol 
and lipoproteins in their relationship to coronary atherogenesis, thrombosis and myocardial 
infarction has remained unsettled. In a seven-year study during which 107 ‘‘normal”’ execu- 
tives were examined annually, infarction developed in 11 and angina pectoris or coronary 
insufficiency developed in 6; this provided data in the same individual before and after 
these events. When the changes occurring during the first two months after infarction are 
ignored, little change in lipid levels is associated with these events. Serum lipoprotein and 
electrophoretic protein patterns were studied in 84 patients shortly after myocardial infare- 
tion, and in 66 repeatedly at five-day to ten-day intervals for three to four weeks. Four of 
the patients were studied after a second infarction as well. Most patients within a week of 
infarction showed an increase in beta and alpha-2 globulins with a moderate increase in 
fibrinogen. Some exhibited an increase in —S 20-25 and in low-density (—S 40-70 and 70-400) 
lipoproteins as well as the electrophoretic changes. In a few patients during the two to 
three weeks after infarction there was a progressive rise in low-density lipoproteins with a 
double peak appearing in the —S 25-40 component; alpha-2 and beta-globulin increased 
greatly with some elevation of fibrinogen. Serum cholesterol concentration was higher in 
the young male patients with infarction, and lower in the oldest age group with infarction. 
Similar age trends did not occur in women. After a second infarction, the low-density lipo- 
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proteins increased just as after the first one. A double peak appeared in the —S 25~40 frac- 
tion in half of these patients. The electrophoretic and lipoprotein changes after each infare- 
tion were strikingly similar. There was little correlation between the lipoprotein pattern 
and the severity of the infarction as measured by the electrocardiographic and clinical 
evidence. The increase in alpha-2 globulin was usually greatest in patients with the most 
extensive myocardial damage. Three months to ten years after infarction the lipoprotein 
values tended to fall within the normal range but continued to exhibit slight preponderance 
toward values higher than the mean ‘‘normal.’’ The ‘‘coronary profile’ can be more sharply 
delineated by repeated measurement of serum cholesterol and lipoproteins. As a group, 
persons prone to coronary atherosclerosis with myocardial infarction exhibit slightly ele- 
vated serum levels of cholesterol and lipoproteins. (From authors’ summary.) 


THE USE OF A RECTAL SUPPOSITORY OF BISACODYL (DULCOLAX) IN GERIATRIC 
PATIENTS. 
Pincock, J. G. New England J. Med. 82: 268 (Jan. 30) 1960. 


A double-blind study was carried out with bisacodyl (Ducolax) suppositories and a 
placebo on 100 chronically ill bedridden patients of average age 73 years who required 
assistance in evacuation in the form of enemas. The diagnoses among them included severe 
cardiac, neurologic, and orthopedic disabilities. The suppositories were intermingled so 
that no patient received only the placebo or the active substance. If no evacuation occurred 
after two and a half hours, an enema was given. The results were good in 78 per cent of 
the patients, and poor in 22 per cent, as compared with 28 and 72 per cent, respectively, 
in patients receiving placebo. None of the patients receiving the suppositories containing 
the active ingredient noted irritation or any difficulty such as reported by patients receiv- 
ing the placebo. When 12 patients received bisacodyl suppositories every other day for 
three weeks, the results were satisfactory and there was no bowel complaint nor evidence 
of toxicity or habituation. No specific mode of action has been defined but bisacody! appears 
to be safe and effective over reasonable periods of time in geriatric patients. 


RENAL PATTERNS IN MYELOMA. 
Sanchez, L. M., and Domz, C. A. Ann. Int. Med. 52: 44 (Jan.) 1960. 


Renal damage is common in multiple myeloma. In a series of 30 patients, albuminuria 
and azotemia occurred in 48 per cent. Three mechanisms may be operative: tubular obstrue- 
tion by myeloma protein, paramyloidosis, and secondary hypogammaglobulinemia. Five 
case reports illustrate the syndromes that may be encountered. One case represents the 
first instance of renal.tubular acidosis due to ‘‘myeloma kidney.’’ Chronic renal tubular 
obstruction in patients with myeloma most commonly gives rise to normotensive azotemia, 
but it can produce simple proteinuria, the nephrotic syndrome, water-losing nephritis, and 
adult Fanconi’s syndrome. Hypertension occurred in 1 patient in the presence of paramy- 
loidosis but it was thought to be of ischemic origin rather than due to deposits of paramy- 
loid. Another case illustrates that multiple myeloma may be present for years in occult, 
incomplete form and detectable only by search for characteristic protein abnormalities or 
electrophoresis of serum or urine. The fifth case illustrates the unusual vulnerability of 
myeloma patients to bacterial infection. 


TREATMENT OF DEPRESSION IN THE ELDERLY WITH MEPROBAMATE-BENACTYZINE 
HYDROCHLORIDE COMBINATION (DEPROL). 
Settel, E. Antibiotic Med. 7: 28 (Jan.) 1960. 


Thirty-six patients of average age 77 years with involutional depression (psychotic- 
depressed type) and 16 patients of average age 65 vears with reactive depression (situational 
or neurotic type) were treated with one Deprol tablet (400 mg. of meprobamate with 1 mg. 
of benactyzine hydrochloride) three to four times daily for periods of six to twenty-two 
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weeks. If the response was inadequate or absent after two weeks, the dosage was doubled. 
The result was judged good when the social relationships and behavior of the patient were 
improved substantially. Seventy-eight per cent of the patients with involutional depression 
reacted favorably. Benefit usually became apparent by the fifth to eighth day and reached 
its optimum by the second week. The patients showed greater sociability, improved rela- 
tionships with other patients, more normal sleeping patterns, and had fewer complaints or 
real or imagined ills. They participated more readily in group activities. In general, the 
symptoms of involutional depression recurred when the medication was discontinued or a 
placebo substituted. Sixty-nine per cent of the patients with reactive depression had a 
good response with the mood elevated, weeping spells eliminated, hypochondria diminished, 
and increased ability to function efficiently. In this group the original improvement was 
sustained after therapy was discontinued or a placebo substituted. Side-effects were minor 
and consisted of excessive drowsiness in 2, dryness of the mouth in 1, paresthesia of the feet 
in 1, and abdominal discomfort and diarrhea in 1 patient. 


TRACHEOPATHIA OSTEOPLASTICA. 
Shuttleworth, J. 8.; Self, C. L., and Pershing, H. S. Am. J. Med. 52: 234 
(Jan.) 1960. 


A ease of tracheopathia osteoplastica was characterized by involvement limited to a 
left main-stem bronchus without evidence of tracheal change. It is believed to be the first 
recorded case with this distribution of the disease process. Tracheopathia osteoplastica, 
which is characterized by osseous and cartilaginous growths between the tracheal and 
bronchial rings, usually occurs between the ages of 30 and 60 years but shows no sex pre- 
dominance. The process usually is limited to the lower two-thirds of the trachea. It avoids 
the posterior membranous portion of the trachea but may spread to involve the main-stem 
bronchi. The lesions appear as small, hard nodules under a normal-appearing mucosa. They 
may coalesce to produce a diffuse thickening or large, plaque-like areas. Microscopically, 
elastic cartilage is seen in different phases of development, associated with calcified carti- 
lage, osteoid tissue, and typical marrow-containing bone. The symptoms consist of grad- 
ually increasing dyspnea, hoarseness, cough, expectoration, and hemoptysis, their severity 
depending upon the extent of the lesions and the degree of tracheal or bronchial obstruc- 
tion. The lesion may mimic bronchogenic carcinoma. The diagnosis is established by bron- 
choscopy. The trachea and bronchi are rigid. In early stages, their walls may present a 
beaded appearance due to the presence of nodules. As the disease progresses, the nodules 
may coalesce. Tomograms also may be useful in diagnosis. They may show thickening of 
the tracheal and bronchial walls and narrowing of the airway. The course of the disease 
varies. The degree of obstruction of the airway and the presence or absence of obstructive 
pneumonitis are determining factors. There is no known specific treatment. Good short- 
term results have been reported in 1 case with x-ray therapy. 


ANTIMETABOLITE-METABOLITE COMBINATION CANCER CHEMOTHERAPY. EFFECTS 
OF INTRA-ARTERIAL METHOTREXATE-INTRAMUSCULAR CITROVORUM FACTOR 
THERAPY IN HUMAN CANCER. 

Sullivan, R. D.; Miller, E., and Sikes, M. P. Cancer 12: 1248 (Nov.—Dec.) 
1959. 


Eighteen patients with various types of incurable cancer received Methotrexate (4 
amino-N-methy] pteroylglutamic acid; an antimetabolite) administered by intra-arterial 
infusion for periods of six to twenty-four hours and citrovorum factor (CF; a metabolite) 
by intermittent intramuscular injection. The dosage schedule varied but usually, and for 
the last 11 patients, was 50 mg. per twenty-four hours of Methotrexate (for bilateral cathe- 
terization, 25 mg. per twenty-four hours per side) with 3 to 9 mg. of CF every four to six 
hours intramuscularly. The usual volume of infusion was 2000 cc. in twenty-four hours. 


July 1960 ABSTRACTS OF CURRENT LITERATURE 585 


The course of continuous intra-arterial infusion of Methotrexate lasted six to ten days. 
Partial or total objective regression of the tumor occurred in 10 patients. The response 
could not be evaluated in 5 patients because of the site and extent of the tumor or because 
of the early death of the patients. In 3 patients the catheters were not correctly positioned 
so that the dosage was not delivered to the tumor and these had to be excluded. When the 
intravenous route for Methotrexate was substituted for the intra-arterial in 9 patients with 
various types of neoplastic disease, transient and partial tumor regression occurred in 3 
patients, but in all 3 varying degrees of systemic toxicity developed. In the remaining 6 
patients there was no evidence of antitumor effect although they, too, showed moderate 
to severe systemic toxicity. This study shows that the antitumor activity of Methotrexate 
may be increased by varying the dosage and the route of administration, together with 
the use of CF to reverse severe systemic toxicity. Objective regression of the tumor was 
observed after three to four days of treatment. The enhancement of antitumor activity of 
Methotrexate was related to duration of therapy, intermittent use of the metabolite, and 
the route of administration. Continuous administration increased by ten-fold or more the 
toxic and presumably the antitumor effect of a given daily dose. The intermittent use of 
CF permitted the use of massive doses of Methotrexate. It is postulated that intermittent 
administration takes advantage of a possible metabolic difference between the normal and 
the tumor cell; that is, sufficient metabolite is provided to protect normal cells from fatal 
injury but the tumor cells, which are irreversibly damaged by the continuous administration 
of Methotrexate, cannot utilize as efficiently the amount of metabolite available. The intra- 
arterial route appears to permit a greater concentration of antimetabolic effect in the tumor 
than does the intravenous route. In 4 patients, no signs of toxicity to Methotrexate ap- 
peared. Among 29 courses of the drug, toxic effects were noted the following numbers of 
times: fall in white blood cells and platelets, 12; local oral toxicity, 7; skin rash, 6; severe 
oral toxicity, 3; moderate oral toxicity 2, and alopecia, 2. Local toxicity was manifested 
by diffuse erythema of the oral mucosa on the side or sides being treated, which in some 
cases progressed to diffuse ulceration. The systemic toxic oral lesions were punctate in 
distribution and cleared less rapidly. This study demonstrates that antimetabolite-metab- 
olite therapy is a promising area for future clinical investigation. 


THE RELATION OF THE MORPHOLOGY OF GASTRIC CARCINOMA TO LONG AND SHORT 
TERM SURVIVAL. 
Urban, C. H., and MeNeer, G. Cancer 12: 1158 (Nov.—Dec.) 1959. 


The gross and histologic data on 91 patients with gastric cancer who underwent poten- 
tially curative operations were examined. Thirty-eight of these patients survived more 
than five years, and 53 died within one year of treatment. In general, the cancers of the 
five-year survivors were small, superficial tumors of low histologic grade, growing in a 
circumscribed fashion and not giving rise to lymphatic metastases. Signet-ring cells made 
up only a minority of the tumor cells in these cases. By contrast, the patients who survived 
less than one year had larger tumors of high histologic grade that penetrated diffusely and 
deeply into the gastric wall. Lymphatic metastases were generally present, and the majority 
of the tumor cells were of the signet-ring type. The factors that differed most between the 
long-term and short-term survivors were pattern in growth, depth of tumor penetration, 
and involvement of lymph nodes by metastases. These are considered to be useful prog- 
nostic criteria. (From authors’ summary.) 


ENZYMES IN CANCER. I. MEASUREMENT OF PYRUVATE KINASE IN SERUM OF NOR- 
MAL INDIVIDUALS AND PATIENTS WITH CANCER. 
VanRymenant, M., and Robert, J. Cancer 12: 1087 (Nov.—Dec.) 1959. 


This is the first report of the measurement of pyruvate kinase in normal persons and in 
patients with cancer. The enzyme pyruvate kinase catalyzes the conversion of phosphoenol- 
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pyruvic acid into pyruvic acid in the Emden-Meyerhof scheme of carbohydrate metabolism, 
It has been shown that the blood from a vein draining a malignant tumor contains more 
lactic acid than does the blood from a vein draining a normal organ. This increased lactic 
acid content might reflect an increased pyruvic acid and an increased pyruvate kinase 
activity in the tumor as compared to normal tissue. In theory, under these circumstances 
increased amounts of pyruvate kinase could be found in the blood of cancer patients. The 
method of measurement is given in detail. Among 20 normal persons aged 23 to 50 years, 
the enzymatic activity ranged from 32.8 units to 103.3 units, with a mean of 62.3 and a 
standard deviation of 24. Age, sex, and postprandial status did not influence these results. 
Among 53 patients with advanced cancer, enzymatic activity ranged from 10 to 133.6 units, 
with a mean of 48.7 and a standard deviation of 26.4. These values did not differ signifi- 
cantly from those found in normal persons. However, distinctly abnormal values were 
observed in 4 patients with a variety of malignant tumors (cervical carcinoma, lympho- 
sarcoma, myelogenous leukemia, Hodgkin’s disease), but the reason for these high values 
was not apparent. The reason for the difference in behavior between the glycolytic enzymes, 
lactic dehydrogenase (which is elevated in the serum of many patients with cancer) and 
pyruvate kinase, is the subject for further investigation. 


ZUR LOKALEN THERAPIE DER GELENK-TUBERKULOSE MIT CORTICOSTEROIDEN 
(LOCAL THERAPY OF JOINT TUBERCULOSIS WITH CORTICOSTEROIDS). 

Webhrlin, H., and Seyffert, S. Schweiz. Zischr. Tuberk. 16: 106, 1959; through 
Ciba Literature Review 5: 13, 1960. 


In a case of fistulous tuberculosis of the metatarsal bone there developed a transient, 
but later persistent, swelling of the left knee. There was a local sensation of heat, pain on 
movement, a moderate degree of muscular atrophy, a thickened capsule, and effusion. 
The knee could be straightened to 170° and bent to 110°. Roentgenographically a lesion 
was seen on the medial margin of the tibia. Animal experiments with material obtained by 
puncture of the joint yielded positive results. After four months of unsuccessful treatment, 
the intra-articular injection of 10 mg. of Ultracortenol (prednisolone) with 0.5 to 1 Gm. of 
streptomycin twice weekly was commenced. After three weeks, the sensation of heat and 
the effusion subsided. Subsequently, only one injection a week was given and passive 
physiotherapy was begun. Histologic examination of biopsy material from the joint capsule 
revealed a fibrous scar. Animal experiments yielded negative results. No deterioration 
took place when the knee joint was subjected to strain. After 23 injections of Ultracortenol, 
the knee was completely free of irritation, the capsule still slightly thickened, straighten- 
ing normal, and bending possible to an angle of 80°. This improvement had persisted one 
year later, when it was possible to bend the knee to an angle of 60°. 


ALTERS-NEUROCHIRURGIE UND MODERNE NARKOSE (NEUROSURGERY IN OLD AGE 
AND MODERN ANESTHESIA). 

Wiillenweber, R. Anesthesist 7: 333, 1958; through Excerpta med. (Gerontol. & 
Geriatrics) 2: 449, 1959. 


One hundred major neurosurgical operations were performed during 1956 and 1957 on 
patients aged 60 to 75 years. Death within four weeks was recorded as early death. This 
group included secondary causes of death, such as embolism and infection. The best results 
were obtained in extradural operations on the spinal cord (11 per cent mortality), on the 
cranium (trigeminus, aneurysms, angiomata, 5 to 7 per cent mortality) and in intradural 
operations on the spinal cord (about 10 per cent mortality), but intradural operations on 
the brain were considerably less favorable (tumors, hematomata, abscesses, 33-40 per cent 
mortality). The least favorable results were obtained in hypophyseal adenoma and cranio- 
pharyngioma. These conditions are at present given only palliative therapy, the former 
with radioactive gold seeds, and the latter by puncture evacuation of the cysts, both under 
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x-ray coutrol. Cerebral edema is of decisive importance as a factor leading to complications 
and desi li (postoperative incarceration). Other such factors include intradural hemorrhage 
and circulatory collapse. The over-all mortality closely approaches that in younger 
patients. Only modern anesthesia was used since 1952 (this means: block of the ANS and 
controlled hypotension). The results remained unaltered, but indications were considerably 
extended’ (S81 cranial operations as against 18 previously; 7.2 per cent in patients over 60 
years old as against 1.5 per cent previously). Local anesthesia was entirely abandoned in 
view of frequent cerebral edema. The trachea was invariably intubated, as this is no longer 
possible once the operation has commenced. Muscle relaxation interferes with respiratory 
control unless intubation is performed. All patients were given anesthesia, using the half- 
open system to avoid the necessity of breathing against resistance. In N.O anesthesia, 
the O» supply is often insufficient for aged subjects. This is improved by ‘forced expira- 
tion,’ particularly in patients with emphysema. Postoperative administration of oxygen 
is always continued for several days. Controlled hypotension is indispensable in the case 
of angiomas or highly vascularized tumors. A decrease in arterial pressure to below 70 
mm. Hg in hypertensive subjects should be avoided. Postoperative hypotension against 
cerebral edema is effective only if sustained (in which case it is hazardous in old age). 
Hypotension to the point of a decrease in venous pressure may cause circulatory collapse. 
It is therefore impossible to control cerebral edema by hypotension in the aged. After- 
hemorrhage, however, can be controlled readily by mild hypotension for a maximum of 
thirty-two hours. Hibernation is only too often followed by circulatory collapse in the 
aged. Tracheotomy is becoming increasingly important as an aid in the prevention of 
hypostatic pneumonia. 


VENTRICULAR FIBRILLATION. TREATMENT AND PREVENTION BY EXTERNAL 
ELECTRIC CURRENTS. 


Zoll, P. M.; Linenthal, A. J., and Zarsky, L. R. N. New England J. Med. 
262: 105 (Jan. 21) 1960. 


Externally applied electric countershock is immediately effective, clinically feasible, 
and safe for terminating ventricular tachycardia or fibrillation. It was used successfully, 
with currents of 150 to 450 volts, more than 532 times in 8 patients and is known to have 
been used successfully in 14 additional patients. The greatest number of seizures termi- 
nated in a patient by countershock was 300, with a range from 21 to more than 70 in 5 other 
patients. Of the 8 patients, 5 had Stokes-Adams disease, 1 had atrial fibrillation treated 
with digitalis, 1 had multifocal premature beats treated with quinidine, and 1 had normal 
sinus rhythm. The age range was from 57 to 78 years. No patient showed any significant 
local, cardiac or neurologic sequelae. Successful external defibrillation requires the applica- 
tion of countershock within four minutes. This was accomplished by cardiac monitoring 
whereby cardiac arrest could be recognized immediately and the arrhythmia identified. 
Preparations had been made beforehand in each of these 8 patients who had suffered pre- 
vious episodes of cardiac arrest with spontaneous recovery and for whom the risk of recur- 
rent seizures had been appreciated. The survival of the patients from the time of initial 
defibrillation varied from nineteen hours to two and a half years. Five survived for one 
month or more. In an additional 20 patients, more than five minutes elapsed before defibril- 
lation was accomplished and they died without the restoration of effective heart beats. 
Cardiac monitoring also showed the cardiac rhythm after countershock. In cases of per- 
sistent cardiac arrest or circulatory collapse after countershock, the rhythms observed were 
ventricular tachyeardia or fibrillation which required another countershock with greater 
voltage, ventricular standstill which required external electric stimulation, or a satisfactory 
ventricular rhythm which required measures to improve myocardial contractility or the 
peripheral circulation. Recurrent ventricular tachycardia and fibrillation in complete 
heart block can be prevented but not terminated by external electric cardiac stimulation. 
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There is at present no satisfactory pharmacologic approach, as quinidine, procaine amide 
and potassium salts are contraindicated in patients with complete heart block. Continued 
stimulation at rates above the basic idioventricular rate maintained a regular ventricular 
rhythm not interrupted by multifocal ventricular beats, ventricular tachycardia or ventric- 
ular fibrillation. This technic was applied for periods up to four days in this series of 
patients. The rate of stimulation varied from 45 to 110 beats per minute and was critical 
at a particular time for a given patient. The efficacy of this technic has not yet been ex- 
plained. The only untoward effects were pain and local skin ulcerations which necessitated 
the termination of stimulation in 1 patient. Long-term stimulation at present is difficult 
and research is being directed toward this possibility. 


NEWS AND NOTICES 
MONTHLY SEMINARS—COLUMBUS PSYCHIATRIC INSTITUTE 


Ernest Retzlaff, Assistant Professor of Physiology and Psychiatry, Columbus 
Psychiatric Institute and Hospital, Ohio State University School of Medicine, 
announces the first of a series of monthly seminars. This group, sponsored by the 
Columbus Psychiatric Institute and the Department of Physiology, has been 
organized as the first step in establishing a Gerontological Institute which will be 
primarily concerned with study of the biologic aspects of aging. 
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